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ECOGNITION of the promotion of 

public health as an international 
responsibility may be traced back to 
the 14th century when certain primitive 
quarantine regulations were taken for 
Adriatic ports. The first international 
sanitary conference was held in Paris 
in 1851, with special reference to 
quarantine in the Mediterranean and 
Black Sea areas, and the first interna- 
tional sanitary convention of any real 
value was signed in 1892. 

It was only in 1902, however, that the 
First International Sanitary Conference 
of American Republics at its meeting in 
Washington established the Pan Ameri- 
can Sanitary Bureau, the first permanent 
organization created for multilateral 
international action in the field of public 
health—but covering only the two 
American continents. 

Seven years later, in 1909, the Inter- 
national Office of Public Health was set 
up with its headquarters in Paris with 
a world-wide scope, and including 46 
countries in its membership. 


* Presented before the Second General Session of 
the American Public Health Association at the 
Seventy-ninth Annual Meeting in San Francisco, Calif., 
October 31, 1951. 


The Pan American Sanitary Bureau, 
in its earlier days, and the Paris Office 
throughout its career, laid emphasis pri- 
marily on quarantine regulations de- 
signed to prevent the transfer of com- 
municable diseases from one area to 
another with minimum handicaps on in- 
ternational trade, but without reference 
to health conditions within each country 
itself. This was a useful but a negative 
function. The more modern concept of 
an international health program which 
involves codperation in building up 
within each nation of the world of a 
sound and effective program of disease 
control and health promotion was first 
demonstrated by an organization which 
was neither international nor national, 
but representative of the vision of a 
private social service organization—the 
Rockefeller Foundation. In the year 
1913, it established an International 
Health Commission which, under various 
names, has functioned for nearly 40 
years and has played a major role in the 
development of codperative action in 
this field. 

Ten years later, in 1923, the League 
of Nations established its Health Organ- 
ization and for the first time created 
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really effective machinery for a con- 
tinuing attack on the problems of disease 
on a world-wide scale. The central body 
responsible for the health program was 
the Health Committee, composed of 12 
members, plus certain ‘expert assessors” 
appointed as individuals by the League 
itself. From 1923 on, the United States, 
though not a member of the League, was 
always represented on the Health Com- 
mittee. Numerous technical subcom- 
mittees on such subjects as malaria, 
cancer, and housing were appointed. 
Under the Health Committee (but ad- 
ministratively subject to the Secretary 
General of the League) was the secre- 
tariat, including the Director of the 
Health Section, a small staff of experts, 
and the necessary clerical staff. The 
accomplishments of the Health Organi- 
zation were of major importance until 
the Second World War ended _ its 
activities. 

In the basic field of vital statistics 
the League organized at Geneva a Serv- 
ice of Epidemiological Intelligence which 
collected data on the prevalence and 
movement of communicable diseases and 
distributed the information widely. At 
Singapore, in the heart of one of the 
most acute epidemic zones, it established 
a Far Eastern Bureau from which the 
most recent data on such diseases as 
cholera and plague were broadcast (to 
the scandal of conservative health 
authorities) weekly or daily, so that the 
news of infection at a given port could 
be picked up by ships at sea and by 
planes in flight. The Epidemiological In- 
telligence Service of the League covered 
80 per cent of the world’s population; 
and the Singapore Bureau alone re- 
ceived regular reports from 180 seaports. 

In more technical fields of coérdina- 
tion of health knowledge, the work of 
the Commission on Biological Standard- 
ization was of particular importance. A 
sound policy was developed which in- 
volved formulation of the basic terms of 
a given problem by the world’s best 
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qualified authorities, calling together of 
an international group of experts for 
preliminary discussion, conduct in var- 
ious countries of necessary experiments 
and comparative tests, and preparation 
of a multinational report on standard 
terms and procedures. In this way, 27 
different standards for antitoxic serums, 
organic extracts (thyroid, sex hormones, 
and so forth), vitamins, and various 
preparations used in medicine were 
adopted; and international standard 
preparations for comparison were made 
available at national laboratories in 
England and Denmark, acting for the 
League of Nations. 

Of equal significance was the contri- 
bution of the League in the field of nu- 
trition. Beginning with a report on 
“The Food of Japan” and a survey of 
nutrition in Chile requested by the gov- 
ernment of that country, the Health 
Section made a report in 1935 on the 
nutritional requirements of the human 
organism, which has been the basis of 
our nutritional program throughout the 
world. 

The Malaria Commission of the 
League succeeded in harmonizing widely 
divergent schools of thought into a sound 
and accepted program for the prevention 
and treatment of malaria, the greatest 
of all microbic enemies of the human 
race. Similar constructive approaches 
yielded important results in the fields of 
tuberculosis, syphilis, rabies, leprosy, 
infant mortality, cancer, and sleeping 
sickness in equatorial Africa. 

The League studies on rural hygiene, 
on housing, on the heaith of the school 
child, and on physical education ex- 
tended its influence inte the fields of 
health promotion. In particular, the 
Commission on Housing has had a far- 
reaching influence in developing stand- 
ards of home design and construction 
compatible with the maximum of physi- 
ological, psychological, and social health. 

In the field of direct service to indi- 
vidual nations, the Health Organization 
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rendered invaluable aid in the control of 
postwar typhus in Poland and malaria 
in Greece; in the development of a 
health program for China; in reform of 
health administration in Czechoslovakia; 
in improvement of sanitary conditions 
in Bolivia; in syphilis control in Bul- 
garia; in anti-cholera measures in 
Shanghai; in malaria control in Albania, 
Yugoslavia, and Siam; in typhus con- 
trol in Rumania; and in reduction of 
infant mortality in Belgium, France, 
and The Netherlands. 

When the conference which made 
plans for a new international organiza- 
tion to replace the League of Nations 
was held in this city of San Francisco 
in 1945, the delegations of Brazil and 
China introduced a resolution for the 
calling of a special conference to estab- 
lish an independent international health 
organization. We sometimes think that 
progress in the field of international co- 
operation must proceed very slowly. It 
is of interest, therefore, to note that 
only five months after the United Na- 
tions was actually organized (in Janu- 
ary, 1946) a preliminary International 
Conference was held in New York at 
which a constitution for a World Health 
Organization was drawn up in admirably 
broad terms. The necessary 26 national 
signatures for the formal establishment 
of the WHO were not obtained until 
April, 1948; but the 1946 New York 
Conference set up an Interim Commis- 
sion which functioned effectively during 
the two intervening years, meeting its 
first major challenge in the prompt con- 
trol of an epidemic of cholera in Egypt 
in 1947. The responsibilities of the 
International Office of Public Health 
and of the Health Organization of the 
League of Nations were formally turned 
over to the WHO and the Pan American 
Sanitary Bureau became its regional 
organization for the Americas. 

The Constitution of the WHO is a 
remarkable document in its breadth and 
vision. In this Constitution health was 
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defined as ‘“‘a state of complete physical, 
mental and social well-being and not 
merely the absence of disease or in- 
firmity”; and it was stated that “the 
enjoyment of the highest attainable 
standard of health is one of the funda- 
mental rights of every human being 
without distinction of race, religion, 
political belief, economic or social con- 
dition.” 

These broad statements were later 
amplified by specific mention under the 
functions of the organization that it is 
“to promote maternal and child health 
and welfare and to foster the ability to 
live harmoniously in a changing total 
environment”; “to foster activities in 
the field of mental health, especially 
those affecting the harmony of human 
relations”; “to promote, in codéperation 
with other specialized agencies where 
necessary, the improvement of nutrition, 
housing, sanitation, recreation, economic 
or working conditions, and other aspects 
of environmental hygiene” and “. . . 
the prevention of accidental injuries”; 
and “to study and report on. . . ad- 
ministrative and social techniques affect- 
ing public health and medical care from 
preventive and curative points of view, 
including hospital services and social 
security.” The specific inclusion of 
mental hygiene, nutrition, housing, acci- 
dent prevention, and medical care 
represents a sound and constructive 
vision of the public health of the future 
which is substantially in advance of the 
actual practice of most health depart- 
ments of the United States. 

The WHO is “to act as the directing 
and coérdinating authority on interna- 
tional health work” and “to establish 
and maintain such administrative and 
technical services as may be required, 
including epidemiological and statistical 
services”; and “to propose conventions, 
agreements and regulations, and make 
recommendations with respect to inter- 
national health matters.” 

Furthermore, the WHO is not limited 
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to over-all standardizing and coérdinat- 
ing activities. It may also render direct 
service to individual nations or areas, 
being empowered: “to assist govern- 
ments, upon request, in strengthening 
health services; to furnish appropriate 
technical assistance and, in emergencies, 
necessary aid upon the request or 
acceptance of governments; to provide 
or assist in providing, upon the request 
of the United Nations, health services 
and facilities to special groups, such as 
the peoples of trust territories.” 

Finally, the WHO is empowered “to 
promote and conduct research in the 
field of health”; “to promote improved 
standards of teaching and training the 
health, medical and related profes- 
sions”; and “to provide information, 
counsel and assistance in the field of 
health’”—in other words, to enter the 
vast field of public health education. 

It would be difficult to imagine wider 
or more comprehensive sailing orders. 

The World Health Organization has 
its headquarters in the beautiful and 
commodious Palais des Nations built by 
the League of Nations, looking across 
Lac Leman to the white peak of Mt. 
Blanc. It is governed by a World 
Health Assembly which meets annually 
and which includes theoretically repre- 
sentatives of 79 nations. I say “theo- 
retically” because nine Iron Curtain 
countries and China do not at present 
attend its sessions. The WHO Constitu- 
tion—wisely in my judgment—makes no 
provision for withdrawal from its com- 
ity of nations. The erring brothers 
have their seats waiting for them when 
they desire to mend their ways. The 
Assembly elects 18 member states, in 
groups of six each year, each to designate 
a technically qualified person as a mem- 
ber of the Executive Board to serve for 
three years; and this Executive Board 
meets twice a year to carry out the 
general policies of the Organization, and 
to formulate recommendations to the 
Assembly on future policies. 
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The organization of the Secretariat 
of the World Health Organization in- 
cludes first of all, in the Office of the 
Director-General, two divisions, one on 
Coordination of Planning and Liaison 
which is responsible for the vital codrdi- 
nation of activities with the UN, its 
other specialized agencies and a con- 
siderable number of codperating non- 
governmental organizations; and another 
on Public Information, responsible for 
securing for WHO the codperation of a 
well informed public in all nations. 

Next, there are three major depart- 
ments, of Administration and Finance, 
of Central Technical Services, and of 
Advisory Services. The Department of 
Administration and Finance includes 
functions such as Management, Per- 
sonnel, Conference Services, General 
Services, Budget and Legal Matters, and 
assists the Director-General in the ad- 
ministration of the Organization as a 
whole. 

The Department of Central Technical 
Services is, in general, charged with the 
over-all activities which the WHO took 
over from the League of Nations and 
which effer to all nations the basic facts 
and the basic standards on which wise 
policies must be based. It assists 
National Health Administrations in a 
number of specialties and is, in addition: 
1. responsible for administering the Sani- 
tary Conventions governing all land, 
air, and sea traffic and for operating a 
world-wide “intelligence service” for the 
detection of outbreaks of epidemic dis- 
eases; 2. helping countries to increase 
the quantity of their health statistics 
and to improve the quality of their 
statistical systems (e.g. preparation of 
the Manual of the International Statis- 
tical Classification of Diseases, Injuries, 
and Causes of Death); 3. establishing 
standards for the purity and potency of 
important drugs (e.g. publication of the 
first International Pharmacopoeia; 55 
Biological Substances standardized so 
far); 4. acting as a clearing house for 
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information and research on a great 
number of infectious and parasitic dis- 
eases; 5. issuing a number of periodicals 
to keep national administrations in- 
formed of developments in_ public 
health. 

These are broad and comprehensive 
services available for all countries alike. 
The Department of Advisory Services 
deals more directly with individual 
nations and with more specific problems 
of health protection and health promo- 
tion. It collects and collates informa- 
tion from different regions so that 
experience gained (and mistakes made) 
in one area may be profitable to another. 
It provides Regional Organizations and 
Member States with up-to-date informa- 
tion as to the best techniques of public 
health practice in various fields. It 
offers direct counsel on specific health 
programs to assist each area in attaining 
maximum efficiency at minimum cost. 
It aids the regional offices in recruiting 
adequate professional personnel and in 
procuring essential supplies. 

In this Division, the WHO has top- 
flight experts from various countries in 
such fields as malaria, tuberculosis, 
venereal diseases, maternal and child 
health, mental hygiene, nutrition, public 
health administration, nursing, public 
health education, and environmental 
sanitation. 

Finally, there are six Regional Offices, 
for the Americas, Southeast Asia, the 
Eastern Mediterranean, Africa, Europe, 
and the Western Pacific, which the 
Central Office at Geneva serves and 
through which its ultimate objectives 
will be actually accomplished. 

The general scale of the WHO pro- 
gram may be gauged by the 1950 budget 
and its distribution (in round numbers). 

The sum indicated below may be com- 
pared with the budgets of $250,000 
available to the Health Organization 
of the League of Nations and $50,- 
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000 available to the Paris Office: 


$2,700,000 
1,200,000 


Advisory Services 
Central Technical Services 


Central Administration and Finance 800,000 
Common Services 500,000 
Regional Offices 500,000 
Meetings 200,000 
Expert Committees 200,000 

$6,100,000 


It is not dollars which ultimately 
count but the men and women who 
spend them. In closing these intro- 
ductory remarks, let me add one per- 
sonal note. I had the rare privilege last 
spring of spending two months at 
Geneva as a special consultant to the 
WHO and my job involved primarily 
the securing of advice and assistance in 
the shaping of a report which I had been 
invited to prepare. I spent hours in con- 
ference with almost every outstanding 
member of the Advisory Service and 
Technical Service staffs. Never in my 
life have I come in contact with such 
an able group of experts in the various 
technical specialties of public health. 
Never have I seen men and women in 
any organization so well knit together, 
so wholly codperative, so dedicated to 
a common task. In the days of the 
League I heard the comment that “There 
is more true religion in the secretariat of 
the League of Nations than in all the 
churches of Geneva.” That goes for 
the WHO sccretariat today. 

The main credit for this achievement 
must be given to Dr. Brock Chisholm, 
who has guided the destinies of the 
Interim Commission and of the WHO 
for more than five years. He is no heavy- 
handed executive. As a true psychia- 
trist, he moves like the Deity in mys- 
terious ways his wonders to perform. 
But he performs them; and he has 
molded at Geneva a weapon of great and 
living power for the attainment of the 
objectives of world health. 
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2. The Role of WHO, Past, Present, and Future * + 
BROCK CHISHOLM, M.D., F.A.P.H.A. 


Director-General, World Health Organization, Geneva, Switzerland 


HO inherits the responsibility of 
carrying on and developing further 
the work done in more than a hundred 
years of international codperation in 
the control of disease. Among these 
inherited responsibilities, from the 
Health Section of the League of Nations, 
the Office International d’Hygiéne Pub- 
lique, and the United Nations Relief and 
Rehabilitation Administration, are epi- 
demiological notification services, bio- 
logical standardization, medical aspects 
of narcotics control, and many others. 
The International Health Conference, 
which adopted the Constitution of the 
World Health Organization in 1946, 
added extensively to the fields of work 
in which previous agencies had func- 
tioned. Health is defined in much wider 
terms than ever before and WHO given 
responsibilities mever before laid on an 
international health agency. 


“Health is a state of complete physical, 
mental and social well-being and not merely 
the absence of disease or infirmity. 

“The enjoyment of the highest attainable 
standard of health is one of the fundamental 
rights of every human being without distinc- 
tion of race, religion, political belief, economic 
or social condition. 

“The health of all peoples is fundamental 
to the attainment of peace and security and is 
dependent upon the fullest codperation of indi- 
viduals and states. 

“The achievement of any state in the pro- 


* Presented before the Second General Session of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., 
October 31, 1951. 

t Delta Omega Lecture for 1951. 


motion and protection of health is of value to 
all. 

“Unequal development in different countries 
in the promotion of health and control of 
disease, especially communicable disease, is a 
common danger. 

“Healthy development of the child is of 
basic importance; the ability to live har- 
moniously in a changing total environment is 
essential to such development. 

“The extension to all peoples of the benefits 
of medical, psychological and related knowl- 
edge is essential to the fullest attainment of 
health. 

“Informed opinion and active coéperation 
on the part of the public are of the utmost 
importance in the improvement of the health 
of the people.” 


While national sovereignties are pro- 
tected completely, a new principle of 
international law, intreduced into the 
Constitution, will make health regula- 
tions adopted by the World Health 
Assembly far more effective than pre- 
vious international conventions. The 
79 nations which have signed the Con- 
stitution have agreed to be bound by 
such regulations, unless they “contract 
out,” by notifying WHO within a 
specified time of reservations or of their 
intention not to accept regulations and 
the submitting a statement of their 
reasons for not accepting. The long, 
slow, and usually never completed 
process of ratification by each govern- 
ment of an international convention is 
thus avoided. WHO is not a “supra- 
national” health agency but stands 
ready to help, in whatever ways are most 
useful, each nation to take the next 
appropriate steps in the development of 
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the health services available to its 
people. 

At the present time much money is 
being spent internationally on health; 
it comes from many sources and is ex- 
pended through a variety of channels. 
Among such sources and channels are: 
the United Nations International Chil- 
dren’s Emergency Fund; United Nations 
Expanded Program for Technical As- 
sistance to Underdeveloped Countries; 
United Nations Food and Agriculture 
Organization; United Nations Educa- 
tional, Scientific and Cultural Organiza- 
tion; the Technical Assistance Program 
of the United States of America (Mr. 
Truman’s Point IV); the British Com- 
monwealth Technical Assistance Plan 
(the Colombo Plan); the CARE Or- 
ganization of the U. S. A.; national and 
religious relief and welfare organiza- 
tions; the International Committee of 
the Red Cross; the League of Red 
Cross Societies, and many others. The 
nations of the world have given WHO 
great responsibility in relation to all 
these activities. The first stated func- 
tion of WHO is “to act as the directing 
and coérdinating authority on interna- 
tional health work.” More and more 
this coérdinating function is occupying 
the attention and the resources of WHO. 

The very vastness of the field and the 
multiplicity of approaches indicate the 
complexity of the problems facing WHO. 
These are not only technical problems 
but also social and political. Merely to 
import technical equipment and knowl- 
edge into less developed countries from 
more developed ones may seem very 
simple, but that is only one small aspect 
of the total job. Certain conditions 
tend to prevent effective transplantation 
of health techniques—such conditions as 
unstable government, obsolete land 
tenure systems, nepotism, insecurity of 
tenure of civil servants, political ap- 
pointments to technical positions, 


ignorance, sacred cows of many colors, 
shapes, and sizes and under many names, 
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poverty, low productivity, graft and cor- 
ruption, irresponsibility in using inter- 
national relationships for internal po- 
litical purposes, excessive nationalism, 
excessive birth rates, and extensive mis- 
representation of facts and of motives. 

There is no country that I know of 
which is entirely free of all these prob- 
lems—and these are the main problems 
in all international work, including 
international health. Many of them are 
very important barriers. One might 
hope that no country would seriously 
misrepresent its own way of life to the 
world in such a way as to damage its 
own reputation and to embarrass its 
friends, but that happens. Let me give 
you an example: 

The major source of information 
about the American way of life in many 
countries is American moving pictures. 
What these movies tell the rest of the 
world is of the greatest conceivable im- 
portance, and not only to America. 
Certain governments are buying all the 
American gangster movies they can get 
with their slender stocks of American 
dollars, because these movies are the 
best possible propaganda against western 
democracy, because they are entirely 
convincing to the many millions of rela- 
tively naive people who see them and 
who then believe that Americans spend 
their time huddled in doorways while 
gangster automobiles roar down the 
streets spraying bullets from tommy 
guns. 

This is only an example of the sort 
of difficulty which adversely affects in- 
ternational relations and tends to pre- 
vent effective exchanges of constructive 
and progressive ideas. There are of 
course many others, but this particular 
one happens to be your responsibility 
lying squarely in the lap of the people of 
this country. No other country in the 
world so seriously and so effectively mis- 
informs the other nations about its own 
way of life. One gangster movie can 
undo much of the good work of Voice 
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of America programs. Is this good 
business, to put it on no higher an ethi- 
cal level? 

The problems of food supply and 
living space are of course of major im- 
portance in many parts of the world and 
cannot safely be ignored by anyone. 
Some governments are beginning to 
recognize their greatest danger in their 
own birth rates; others still refuse to 
face this uncomfortable reality. For 
instance, a simple choice faces the Gov- 
ernment of India, effective birth con- 
trol measures immediately, or mass 
starvation and death for millions. Will 
anyone dare to suggest that India should 
choose death? 

Perhaps these are enough examples of 
the problems of international work, 
though it would be possible to go on for 
hours with appropriate illustrations. I 
hope they will serve to indicate that no 
international organization, no matter 
how technical, can confine its interests 
to narrow fields. A team approach to 
every situation is necessary, but a team 
of organizations is powerless without the 
active backing and participation of the 
peoples of the world. 

The WHO, like the other specialized 
agencies, and the United Nations itself, 
has no entity of its own. It is no more 
than the embodied intention and will of 
the peoples of its 79 member govern- 
ments. The UN, WHO, and all the rest 
will do what the national delegations of 
their member governments tell them to 
do. The national delegations can only 
express the will of their governments. 
Governments can only represent their 
people, finally, although they may mis- 
represent them for some time. 

The responsibility for what is done, or 
is not done, in the world rests on indi- 
vidual citizens as never before! In- 
formed public opinion is absolutely 
essential to the carrying of that responsi- 
bility. The election of intelligent, edu- 
cated legislators in every country, 
capable of functioning as citizens of the 
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world, is the next necessary step toward 
world peace and security. This only 
the people can do! 

In the meantime, the UN and the 
specialized agencies have been founded 
on a hope—but only a hope—that 
enough people in the cities, towns, vil- 
lages, and rural areas of the world will 
attain a sufficient stage of maturity soon 
enough to save the greatest and most 
hopeiul experiment ever formulated by 
the human race—and, incidentally—to 
save the race itself from destruction. 

No one of us who is capable of think- 
ing freely can ever again dissociate him- 
self from this frame of reference—the 
welfare of the human race. We must 
learn to break down our own barriers of 
nationalism, of local interest, of preju- 
dice, of fancied superiority. We must 
not insist that our ways are right and 
best for other peoples. Some of them 
may be, but we are not the ones to 
decide that. We can only help people 
to take the next steps along the pathway 
of their own development, and we must 
not hurry them too much lest we make 
more troubles than we cure. We may 
hope that, with some assistance, their 
development may be more orderly, more 
humane, and faster than ours has been, 
and we may also hope to learn much 
ourselves from them. 

We must learn to understand peoples 
struggling with their own destiny, and 
understanding does not imply agreement 
with attitudes that are historically in- 
evitable at particular stages of social 
development. Once when I was indi- 
cating a certain degree of impatience 
with social development in a communist 
country, A Russian made a remark that 
I have remembered. He said, “You 
know, Dr. Chisholm, you would also 
have some difficulties if you had to live 
intimately even with your own great 
grandparents.” 

It is salutary to remind ourselves that 
all our ancestors have passed through 
stages of absolute certainties, absolute 
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orthodoxies, extreme nationalism, abso- 
lute ruthlessness, and absolute intoler- 
ance. Many peoples in the world are 
only now coming out of the Middle Ages, 
where such were standard attitudes. 
Not what we tell them will affect their 
course of development, but how we live 
in our own communities and how patient 
and wise and strong we may show our- 
selves to be. Our greatest responsibility 
is right in our own homes—what hap- 
pens there will determine what govern- 
ments do and the fate of nations. 
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From these sketchy comments and 
from what my colleagues say tonight, it 
will be clear to you that anything like 
complete implementation of the terms of 
reference of WHO contained in its Con- 
stitution is still far in the future; but 
sane and fairly well balanced progress 
is being made in many directions, all 
calculated to contribute toward “the 
attainment by all peoples of the high- 
est possible level of health,” the 
stated objective of the nations of the 
world. 


Division of Occupational Health 


As part of a comprehensive program 
for additional protection of the health of 
workers, the U. S. Public Health Service 
has renamed its Division of Industrial 
Hygiene. Now called the Division of 
Occupational Health, it will deal with 
“all problems affecting the health of 
workers,” not solely with occupational 
health hazards. One of its early new 


concerns will be the investigation of 
health hazards in the handling of radio- 


active materials and radiation-producing 
processes. These are currently being 
employed in a great variety of industrial 
establishments, both large and small. 

The division is preparing to make in- 
tensive studies of the health require- 
ments of special occupational groups, 
such as earlier studies on silicosis, which 
have resulted in substantial control of 
that disease. Seward E. Miller, M.D., is 
chief of the division. 
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3. Some Aspects of the WHO’s Programs 
in the Americas * 
FRED L. SOPER, M.D., Dr.P.H., F.A.P.H.A. 


Director, Pan American Sanitary Bureau, Regional Office of the World Health 
Organization for the Americas, Washington, D. C. 


HE six WHO Regions: the Western 

Pacific, the Southeast Asian, the 
Eastern Mediterranean, the European, 
the African and the American, vary 
widely in those climatic, ethnic, political, 
religious, cultural, economic, and epi- 
demiological factors which influence the 
nature of regional health problems and 
the development of national health serv- 
ices, and determine the ease of interna- 
tional collaboration. 

The 22 nations and the almost equally 
numerous territories of the Americas 
have a common cultural heritage from a 
small section of Western Europe and 
have none of the deep-seated racial, re- 
ligious, ideological, and territorial dis- 
sensions which make international col- 
laboration so difficult in some of the 
Regions. 

There is a long tradition of sanitary 
collaboration by the American Repub- 
lics, antedating even the First Pan 
American Sanitary Conference (1902). 

The habit of inter-American collabo- 
ration for health has grown and de- 
veloped during the past half century 
through: 

1. Pan American Sanitary Conferences, and 
Conferences of National Directors of Health, 

2. The active participation of the PASB 
and the International Health Division of the 
Rockefeller Foundation in programs for the 


eradication of plague and yellow fever, 
3. The participation of the PASB, the 
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Rockefeller Foundation, and, since 1942, the 
Institute of Inter-American Affairs in national 
health programs, 

4. The development of a high degree of 
unity in public health culture, based on an 
extensive fellowship program during the past 
three decades. 


The first foreign fellows at the School 
of Hygiene of Johns Hopkins University 
in 1918 were two Brazilians, Dr. Geraldo 
de Paula Souza and Dr. Borges Vieiera, 
both of whom devoted the remaining 30 
years of their lives to the development 
of the Faculty of Hygiene of the Uni- 
versity of Sao Paulo. These were but 
the forerunners of hundreds of fellows 
from all over the Americas in the schools 
of public health in the United States and 
Canada. 

One of the most important aspects 
of the WHO program in the Americas is 
that, since May, 1949, the Pan American 
Sanitary Bureau has been serving as the 
Regional Office of the World Health 
Organization. Only in the field of 
health have the specialized agencies of 
the United Nations and of the Organi- 
zation of American States joined hands 
in a single administrative organization. 
This may be due, at least in part, to the 
fact that the World Health Organization, 
and the older Pan American Bureau, 
were both created by treaties separate 
from those of the political organizations 
with which each is affiliated, and neither 
is, as was the Health Section of the 
League of Nations, the technical section 
of a political organization. 
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The alliance of the World Health 
Organization and the PASB has re- 
sulted in active collaboration of the 
European areas of the Americas in re- 
gional activities. The membership 
coverage by the two organizations is 
almost» complete, only Colombia not 
taking part in the WHO and only Can- 
ada not participating in the PASO. 

With the codrdination of the WHO- 
PASB programs, the provision of the 
WHO Charter for separate regional 
assessments for programs which cannot 
be financed from headquarters funds 
has, in fact, become operative. Only in 
the Americas are nations paying a double 
assessment, one to the World Health 
Organization and the other to the Re- 
gional Agency. The PASB-WHO com- 
bination operates very close to the 
pattern established by the WHO, except 
that the regional activities are carried 
out under the Pan American Sanitary 
Code rather than under the Charter of 
the WHO. But even the funds from 
this double assessment available for the 
combined WHO - PASB operations 
throughout the Americas in 1951 amount 
to only $2,300,000, an amount entirely 
inadequate to the needs and opportuni- 
ties of the Region. 

A basic principle of the Regional 
Office is that its every activity should 
contribute to the development of the 
national and local health services within 
the country concerned, and should pre- 
ferably result in a permanent increase 
in the budgets of these official services. 
Another basic principle is that no pro- 
gram, not justified by the potential eco- 
nomic and social conditions of the dis- 
trict serviced, should be developed. 

The Bureau insists on maintaining 
direct contact with the health authorities 
of individual countries on all technical 
policies and programs. 

In stimulating the development of 
health projects in a country, the Re- 
gional Office is committed to the ulti- 
mate objective of the development of 
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general health services with well rounded 
programs. Such general services require 
a highly trained staff of various cate- 
gories which cannot, under any circum- 
stances, be magically produced from one 
year to the next. In the meantime, there 
are a number of serious, specific prob- 
lems which can be solved by personnel 
with a short period of intensive training 
in the application of a single technique. 
The importance of such problems as 
malaria, yaws, yellow fever and even 
venereal diseases, for which relatively 
simple and economical solutions are now 
available, justifies the organization of 
special campaigns without awaiting the 
development of general health services. 
The Regional Office has special interest 
in such campaigns when they involve the 
interests of more than one country. Such 
special campaigns are particularly im- 
portant when they lead to the possibility 
of vector or disease eradication. 

There are in the Americas a number 
of exotic and indigenous diseases, which 
are limited in extent, but which are 
either spreading or are potentially dan- 
gerous to areas not yet infected. Among 
these should be mentioned onchocerco- 
sis, hydatidosis, schistosomiasis and 
bartonellosis. The Regional Office feels 
a very special responsibility for these 
diseases and is on the alert for oppor- 
tunities to aid in studies of measures for 
their control and possible eradication. 

The Bureau has become involved in 
the organization and, to a certain extent, 
in the administration of regional asso- 
ciations such as the Inter-American 
Hospital Association, the Inter-American 
Association of Sanitary Engineering, and 
the most regularly active of all, the 
U. S.- Mexico Border Public Health 
Association, which will hold its Tenth 
Annual Meeting next spring in Mon- 
terrey, Mexico. 

In addition to the regular fellowship 
programs of the WHO-PASB, special 
field projects for intensive training have 
been developed in serology, nutrition, 
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the control of rabies and venereal dis- 
eases, and the use of BCG. Special 
workshops for nursing supervisors and 
for public health statisticians, and in- 
stitutes for hospital administrators have 
been held with excellent results. 

The PASB-WHO is collaborating in 
such internal projects as the reorgani- 
zation of health services; the organiza- 
tion of health demonstration areas and 
health centers, with special emphasis on 
maternal and child health; programs for 
the eradication of yaws and for the con- 
trol of venereal diseases, tuberculosis, 
typhus, plague, malaria, insect-trans- 
mitted diseases in general, and hook- 
worm disease; and immunization cam- 
paigns for diphtheria and pertussis and 
for the application of BCG. 

In addition, there are zonal projects, 
involving collaboration with two or more 
countries, and continental projects, in- 
volving collaboration with several na- 
tions in North, Central, and South 
America. Zonal projects are being de- 
veloped for the control of rabies, typhus, 
hydatidosis, venereal diseases, plague 
and insect-transmitted diseases in gen- 
eral, and for studies in nutrition. 

Continental programs are related to 
yellow fever and smallpox vaccination, 
to aftosa (foot and mouth disease), and 
to the eradication of the Aédes aegypti 
mosquito. 

The Institute of Nutrition of Central 
America and Panama represents a 
unique effort in international collabo- 
ration in field and laboratory investiga- 
tion of a very complex problem. The 
Institute, originally proposed and in part 
financed by the Kellogg Foundation, has 
demonstrated the possibility of the finan- 
cial and technical collaboration of a 
number of countries in a common 
project of interest to all, which would 
have been difficult for any country alone 
to support. 

The Pan American Sanitary Bureau is 
collaborating with the Governments of 
Brazil and Colombia in the maintenance 
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of the Yellow Fever Laboratories in 
Rio de Janeiro and Bogota, which give 
pathological, serological, and diagnostic 
services and supply yellow fever vaccine 
for use throughout Latin America. 

A somewhat unusual project for an 
international health organization is the 
Pan American Aftosa Center for re- 
search, diagnosis, and teaching, founded 
in 1951 in collaboration with the Bra- 
zilian Government. 

Of special interest are the two de- 
clared eradication programs, the one a 
local campaign for the eradication of 
yaws in Haiti, the other a well advanced 
continental program for the eradication 
of the Aédes aegypti mosquito, the 
urban vector of yellow fever. 

Should the yaws eradication project in 
Haiti be successful, it will surely lead to 
similar campaigns elsewhere and to the 
eventual eradication of yaws from the 
American tropics, just as the initial suc- 
cess in the eradication of Aédes aegypti 
in Brazil and Bolivia led to the conti- 
nent-wide program. 

In 1947, when the proven distribution 
of jungle yellow fever in the Americas 
was still limited to South America, the 
Directing Council approved, on the pro- 
posal of Brazil, a program for the con- 
tinental eradication of Aédes aegypti. 
This action constitutes a landmark in 
international health, since it is the first 
official recognition by an international 
health organization of regional responsi- 
bility for the solution of a health prob- 
lem involving an entire continent. 
During the intervening four years con- 
siderable progress has been registered 
in the eradication of Aédes aegypti in 
practically all of the countries of South 
and Central America, in Mexico, and in 
some of the islands of the Caribbean. 

The importance of the program for 
the eradication of Aédes aegypti has 
been repeatedly shown this year in 
Ecuador and in Costa Rica, where out- 
breaks of jungle yellow fever have 
occurred very close to urban centers 
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only recently freed of Aédes aegypti. 

In the United States, the absence of 
yellow fever since 1905 has led to a 
complacency with regard to the Aédes 
aegypti mosquito which, coupled with 
the division among the several states of 
the responsibility for its eradication, has 
led to a failure to organize an eradica- 
tion program here. 

While it cannot be claimed that the 
recent outbreaks of jungle yellow fever 
in Panama and Costa Rica appreciably 
increase the recognized threat of the 
introduction of yellow fever virus into 
the United States, it is essential, in order 
to prevent the reinfestation of other 
nations, as they are cleared of Aédes 
aegypti, that eradication be done here. 
From the standpoint of national public 
health pride, the United States should 
be setting the pace in this first conti- 
nental program instead of preparing to 
come in last. It will surely be of future 
advantage to the United States to have 
the principle of regional responsibility 
for eradication fully established through 
the precedent of the eradication of 
Aédes aegypti, since the time must come 
when this country will desire to foment 
international programs for the eradica- 
tion of various other insects and dis- 
eases, once these have been eradicated 
here. 

I cannot conscientiously conclude 
these remarks on the work of the inter- 
national health agencies in the Americas 
without reference to one aspect of the 
situation which, while not limited to the 
Americas, is probably more aggravated 
here than in other regions. I refer to 
the multiplicity of organizations which 
are operating in the international health 
field with funds drawn essentially from 
the same source as that of the WHO and 
PASB; namely, government contribu- 
tions. 

Notwithstanding the fact that the 
treaties creating the WHO and the 
PASB provide that these agencies shall 
be the codrdinating agencies in interna- 
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tional health for the member states, 
there are, leaving out of consideration 
the bilateral organizations, which operate 
on the basis of direct agreements be- 
tween the donor and the recipient 
governments and are to be discussed by 
a later speaker, four different mechan- 
isms by which United States funds, and 
funds from other countries, are made 
available for international health pro- 
grams in the Americas; namely, the 
UNICEF, the Technical Assistance 
Council for Economic Development of 
the United Nations, the Technical 
Assistance Council of the Inter-American 
Economic and Social Council of the 
Organization of American States, and 
the Technical Assistance Administra- 
tion of the United Nations. From the 
first three of these sources, there are 
available for programs in the Americas 
in 1951, for which the WHO-PASB 
gives the technical orientation and ap- 
proval, approximately $2,700,000, or 
$400,000 more than the combined 
budgets for the WHO-PASB for the 
same period. The resultant programs 
are quite different from those which 
would have been developed had the same 
funds been available to the WHO- 
PASB under the guidance of the World 
Health Assembly and the Directing 
Council of the PASO. 

Time does not permit a discussion of 
the varied mechanisms by which pro- 
grams are requested by governments and 
approved for financing by the different 
funds. Suffice it to say that the World 
Health Assembly and the Directing 
Council of the PASO, the technical 
bodies established by treaty to approve 
policies and programs and vote budgets 
for international health work, have no 
voice in the greater part of the programs 
in operation and projected in the 
Americas. 

The situation is not a satisfactory one 
from the standpoint of the WHO-PASB, 
nor from that of the receiving authori- 
ties, and it is certain that the present 
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situation cannot long continue without 
bringing into disrepute the entire system 
of international collaboration of the 
United Nations and of the Organization 
of American States. It would seem that 
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this is a matter which might well be of 
more than academic interest to the pro- 
fessional public health associations of 
Member States and especially to the 
American Public Health Association. 


More Communities Fluoridate Water 


According to Dental News of the 
Public Health Service for September, 
1951, cities that have recently started 
fluoridation of their water supplies in- 
clude Fort Wayne, Ind., 140,000 popu- 
lation; Indianapolis, Ind., 480,000; and 
Huntingburg, Ind., 4,000. Indianapolis 
is said to be the largest city in the 
United States fluoridating its public 
water supply. It was also recently an- 
nounced that the Washington Suburban 
Sanitary Commission, which includes 
Montgomery and Prince Georges Coun- 
ties, Maryland, will begin fluoridation 


by March, 1952, benefiting some 300,- 
000 persons. 

At present, 121 cities in the United 
States fluoridate their water supplies. 
Another 138, including Baltimore, San 
Francisco, Louisville, Seattle, and Pitts- 
burgh, have approved programs. Almost 
12,000,000 people are involved in pro- 
grams either in effect or approved. A 
list of cities currently using this pre- 
ventive measure may be obtained from 
the Division of Dental Health, Pub- 
lic Health Service, Washington 25, 
D.C. 
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4. Application of WHO Programs and Policies in a Region * 


CHANDRA MANI, M.D. 


Regional Director, Southeast Asia Regional Office, World Health Organization, 
Geneva, Switzerland 


HE Southeast Asia Region of the 

World Health Organization com- 
prises Afganistan, Burma, Ceylon, India, 
Indonesia, and Thailand. It contains 
nearly 500 million people—more than 
three times the population of the United 
States in three-fourths of that area. The 
population is very unevenly distributed, 
with some areas very heavily populated 
—such as the Ganges Valley and Java; 
but there are also large areas with very 
few people. More than 80 per cent of 
the people live in villages, 80 per cent 
are illiterate, and the average annual in- 
come is in the neighborhood of $50. All 
public health planning must start with 
these facts. 

The average per capita expenditure 
on health is no more than 20 cents. 
Birth rates are high, varying from 25 to 
40 per 1,000. Death rates vary between 
15 and 20 per 1,000. The already vast 
population is steadily increasing, e.g., 
India shows an increase of 23 million 
and Ceylon an increase of nearly one 
million during the past five years. The 
expectation of life is very low, from 25 
to 35 years. A large percentage of 
deaths take place during infancy and 
childhood. The infant mortality rate 
averages about 150 per 1,000 and goes 
up to over 300. Communicable diseases 
are a major feature of health conditions. 
Smallpox, plague, cholera, typhoid, and 
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dysentery still claim an enormous 
number of victims every year. Malaria 
is rampant throughout the region and 
claims over 100 million cases, with more 
than one million deaths every year. 
Tuberculosis is extremely common. 
While no reliable statistics are available, 
it has been estimated that in India alone 
there are two and one-half million 
cases, with half a million deaths every 
year. Another three-fourths of a mil- 
lion cases are estimated for Java and 
Madura, and so on—for other countries. 
The quantitative aspect of the health 
problems therefore presents a staggering 
picture. Poverty, hunger, and disease 
are arrayed in force against the people. 

Health services are extremely weak, 
although they have increased recently. 
There are neither the financial resources 
nor the trained technical personnel to 
give the bare elements of health care 
to this vast population. The number of 
medical personnel, of all types, is woe- 
fully inadequate. For example, in 
Afghanistan there are 100 doctors for 
16 million people. The population per 
doctor varies from 12,000 to 120,000; 
there is one midwife for anything up to 
100,000 population. There is one public 
health officer for one million persons. 
There is one hospital bed for 3,000 per- 
sons. Chronic poverty and malnutrition 
have sapped the desire for improvement, 
although the rising tide of nationalism 
has reawakened the hopes of the people. 

Having stated very briefly the back- 
ground against which we have to work, 
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I will give a brief picture of the work of 
the World Health Organization in this 
area. The Constitution of WHO pro- 
vides for decentralization through the 
establishment of regional offices. As you 
have, in this country, the widest ex- 
perience of regional establishments in 
the field of health, I do not need to 
justify here the need for such peripheral 
control in preference to a highly central- 
ized organization. While the central 
technical functions of WHO have been 
largely confined to its headquarters 
office, the operational functions have 
been completely decentralized to regional 
offices. Each Regional Office has its own 
Regional Committee, and the responsi- 
bility of framing national programs, in 
the light of local needs, rests entirely 
with these regional offices and Com- 
mittees. This responsibility is of course 
discharged with due regard to the global 
program policy of the organization. In 
pursuance of this policy, the regional 
office in Southeast Asia was established 
in January, 1949. 

There can be no quick and permanent 
solution to any of the major health prob- 
lems of the region, and it would be 
dangerous, even if it were financially 
possible, for an international agency 
like ours to launch large-scale disease 
control operations which governments 
would be unable to maintain after out- 
side assistance came to anend. We con- 
ceive our function as essentially to 
strengthen local and national health 
services, and to provide guidance in the 
sound development of national health 
programs. So far, we have confined our 
activities to a few well chosen fields, 
carefully avoiding dispersion of our 
limited resources. 

We have concentrated on helping 
governments in the control of malaria, 
tuberculosis, and yaws, and in the field 
of maternal and child care. In all these 
programs, and also in the related field 
of nursing, emphasis has been laid on 
the training of local personnel. Training 
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programs have been assisted by 
strengthening local medical and para- 
medical institutions, with international 
staff and imported equipment and sup- 
plies, as well as by fellowships. 

On the basis of two and a half years 
experience, it is already clear that, even 
with our restricted means, we can suc- 
cessfully act as a catalytic agent, stimu- 
lating governments to increased efforts 
for the health of their people. 

I will only give one or two examples. 
India has always been to the fore in 
malaria control, but before the partici- 
pation of WHO, efforts had centered 
mainly around the industrial areas or 
other well populated malarious regions. 
Little attention was paid to large tracts 
of fertile land which had long remained 
uninhabited or sparsely populated on 
account of malaria. The results of 
WHO assistance in controlling malaria 
in four such areas, in the past two years, 
have been not only to create a public 
demand for further control measures, 
but also to arouse public consciousness 
to new possibilities of colonization of 
neglected areas, with a very substantial 
improvement in food supply. 

In both Afghanistan and Thailand, 
the success of WHO malaria control 
projects in rural areas has stimulated 
the governments to further efforts on an 
unprecedented scale. The Afghan Gov- 
ernment has now made provision for the 
extension of operations to seven new 
areas. In Thailand the government 
plans in 1952 to control malaria among 
an aggregate population of 1.4 million, 
including the 600,000 persons already 
protected in 1951, with WHO assistance. 
By 1953 it is hoped that a 2.5 million 
population will be protected. 

In the field of tuberculosis, interna- 
tional assistance is being directed pri- 
marily to providing training facilities in 
modern methods of diagnosis and pre- 
vention. In Southeast Asia, an army of 
tuberculosis workers is needed, not a 
platoon. New training and demonstra- 
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tion centers, at present being opened 
with WHO assistance in almost all the 
countries of the region, are intended to 
point the way and to stimulate govern- 
ments to concrete action on an adequate 
scale. 

BCG vaccination, introduced into 
India and Ceylon by WHO in 1949, 
has made good progress. Of the four 
million persons tuberculin tested in 
India, almost two million were positive 
reactors, and of the remainder about one 
and one-half million have been vaccin- 
ated. Over 100 local BCG teams are 
working and more are being trained. The 
target set by the Indian Government for 
1951-1952 is to have a total of six and 
one-half million persons tested. 

Two years is too short a period for 
maternal and child health work to show 
results, but I should like to mention the 
work of the public health nurses at- 
tached to almost all the international 
teams. To combine public health nurs- 
ing with malaria work, for instance, 
was a quite novel idea in this region. 
In one state where health services were 
poorly developed, the public health 
nurse attached to a malaria team began 
maternal and child health and health 
education work in a smallish area. Local 
interest was quickly aroused, and a local 
committee raised funds for a permanent 
clinic. The international team with- 
drew after its initial two years of opera- 
tion but the maternal and child health 
work is being carried on by the local 
government alongside the malaria con- 
trol and will be further developed as 
funds and staff become available. This 
is just one example among the many of 
the value of public health nurses in field 
work in the region. 

Another success has been the anti- 
yaws campaign launched a year ago, 
with WHO and UNICEF assistance, in 
Thailand and Indonesia. In areas where 
previously the incidence of yaws was 
anything up to 20 per cent, the disease 
has so far been controlled among a popu- 
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lation of over one million. This work 
is still going on. 

All of this work has not been accom- 
plished entirely within the financial re- 
sources of the organization. The WHO 
regular budget is very limited—in fact 
a mere eight to nine million dollars 
spread over 79 countries. The United 
Nations Technical Assistance funds have 
provided a valuable contribution to our 
capacity to help the underdeveloped 
countries of Southeast Asia. The 
UNICEF has also played a big role in 
the field of maternal and child health 
and in the control of malaria and tuber- 
culosis. I should like to emphasize this 
close coéperation between WHO and 
UNICEF. More recently UNICEF has 
approved programs for local manufac- 
ture of some essential medical supplies 
without which our other efforts in South- 
east Asia would be in vain. I refer par- 
ticularly to the proposed establishment 
of plants for the production of insecti- 
cides and antibiotics. 

Our regular funds provide for the 
Southeast Asia Region about $550,000, 
the United Nations Technical Assistance 
funds provide another $1,300,000, while 
the imported supplies and equipment, 
largely from UNICEF, should con- 
tribute $2,500,000. This total of about 
four and one-half million dollars is the 
measure of our assistance ir this region. 
Adding to this the United States aid of 
approximately 10 million dollars means 
no more than two cents per capita per 
year. 

In order to be able to receive our 
assistance, governments have to con- 
tribute matching costs for local per- 
sonnel, supplies, buildings and equip- 
ment and maintenance costs, of more 
than equal value. For example, in the 
project for expanding the MCH depart- 
ment of the All India Institute of 
Hygiene and Public Health at Calcutta, 
the international costs and the govern- 
ment contribution are equal to about one 
million dollars on each side. In order 
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to receive about four million dollars 
worth of technical assistance from us, 
the governments of the Region have to 
spend at least five to six million dollars. 
In addition, governments give a guaran- 
tee for the future maintenance of the 
projects entirely at their own cost, as 


international assistance usually lasts 
only for the first two or three years of 
any given field project. The burden on 
governments in respect to local person- 
nel, supplies and facilities, and mainte- 
nance is therefore very heavy and it 
goes to the credit of these countries 
that in spite of extremely limited 
budgetary resources and acute shortage 
of foreign currencies, they are shoulder- 
ing these heavy financial commitments. 

The two great difficulties in our work 
have been the lack of trained health per- 
sonnel of all categories and the shortage 
of vital supplies and equipment, most 
of which have, of necessity, to be im- 
ported. While the training of personnel 
can be adequately assisted, the need for 
vital supplies and equipment remains 
largely unsolved. For example, we may 
train sufficient local staff to provide a 
malaria organization for a country 
within three to four years; but such 
training is of no use if the required 
quantity of insecticides is not available. 
We know again that if an artesian well 
could be provided in every village, 


thereby giving safe drinking water, the 
intestinal communicable diseases such as 
cholera, typhoid, and dysentery would 
be drastically reduced; but from where 
is the vast quantity of iron piping to 
come? 


In most cases the vital supplies 
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have to be imported and the governments 
have neither the required financial re- 
sources nor the hard currencies required 
for such purchase. This is a big problem 
for the Southeast Asia countries. In the 
solution of this problem I think the 
people of the United States can play a 
major role, as this is the country where 
the bulk of the required supplies is pro- 
duced. 

It might be asked, “What are we 
going to do with the increased popula- 
tion that will result from improved 
health services?” The question of 
population control is receiving much 
greater attention in Southeast Asia to- 
day, and the taboos of the past seem 
to be disappearing. Where great popu- 
lations live close to the margin of sub- 
sistence, any change in the economy, the 
culture, or the medical situation must 
have repercussions on _ population 
growth. Parallel development in educa- 
tion and social organization will reduce 
the risk of population growth through 
improved health. Family planning can 
play an important role, but much greater 
research is required to develop methods 
applicable and acceptable to the East. 
In this the United States of America 
can play a significant part owing tc its 
extensive facilities for scientific investi- 
gation. 

I have attempted to give you a bird’s- 
eye view of our problems and our 
approach to these problems. The mag- 
nitude of the task is colossal but we have 
made a good beginning and, given ade- 
quate support, will continue to go 
forward with confidence. 


1951 


ents 
re- 
red 
lem 
the 
the 
fa 


Vol. 41 


International Health 


5. Bilateral International Health Programs of the United States * 


HENRY VAN ZILE HYDE, M.D., F.A.P.H.A. 


Medical Director, U. S. Public Health Service, and Director, Health and Sanitation 
Division, Institute of Inter-American Affairs, Washington, D. C. 


HE story of the World Health 

Organization (WHO) presented by 
Dr. Chisholm and his colleagues is a 
truly great story, one still in its first 
chapter. 

A significant part of the complete 
picture of international health falls out- 
side the World Health Organization 
story. It is, however, so much the same 
thing, so intimately related and so vital 
to the ultimate triumph of the world 
health movement, that it is necessarily a 
part of these discussions. This is the 
story of the health programs that are 
being carried out jointly by two friendly 
countries working together for their 
common good and for the general good. 
Such programs differ from those of the 
World Health Organization in that they 
involve a direct bilateral relationship 
between the two governments concerned, 
rather than a multilateral international 
pooling of resources under common in- 
ternational direction Their story is an 
important one in the world today and 
one worth recounting. 

We must view it with full understand- 
ing. We all believe, first and foremost, 
in the World Health Organization. We 
want to live, and want our children to 
live, in a world in which internationalism 
is a firm and established reality. That 
is our national policy; it constitutes 
Point I of President Truman’s inaugural 
address, more renowned for its enuncia- 
tion of the newer concept, Point IV. 


* Presented before the Second General Session of 
the American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., October 
31, 1951. 


We do not have such a world yet. We 
must keep building toward it. The 
WHO is part of it and, to us as health 
workers, the most vital part. But it is 
young and in a most troubled world for 
one so young. We, with our unique 
resources, dur deep and abiding respect ° 
for man, and our fearsome world re- 
sponsibility, must grasp every. oppor- 
tunity to build the kind of world in 
which the WHO can grow into splendid 
maturity. 

The United States shares the belief 
expressed by the WHO that participa- 
tion by any one nation to the extent of 
contributing beyond one-third of its 
basic budget would endanger the true 
and unfettered international character 
of the organization. Acceptance of this 
principle places, for the moment, certain 
limits on the organization which are 
determined by the ability of the least 
fortunate members, in a world of 
eccentric balance, to share in the com- 
mon endeavor. 

The United States is prepared to push 
beyond the present reach of the WHO 
and is doing so through its bilateral pro- 
grams. Some of these programs were 
under way on a large scale when the 
WHO was born; others have been 
launched since then to meet specific 
urgent problems. 

In carrying out its bilateral programs, 
the United States looks constantly to 
the WHO for leadership and guidance. 
It recognizes fully the codrdinating 
authority given to WHO in its Consti- 
tution, to which the United States is a 
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party. In Washington, each month, the 
responsible international health officials 
of the U. S. Public Health Service and 
of the Institute of Inter-American 
Affairs meet under the chairmanship of 
the Regional Director of the WHO, for 
the purpose of program development 
and coérdination within this hemisphere. 
In Burma, Thailand, and other countries 
in Southeast Asia, codrdinating com- 
mittees, which include representatives of 
WHO and U. S. Public Health Service 
officers, have been established by the 
Ministries of Health at the national 
level. 

The international health movement is 
in the most real sense a single unified 
movement pressing toward a common 
goal. It draws freely on the rich interna- 
tional experience of private foundations, 
voluntary organizations, universities, 
commercial firms, and church medical 
missions. Each program makes some 
contribution through its own experience 
to the developing art of international 
collaboration in health. 

The story of United States bilateral 
codperation in health begins in our own 
hemisphere, taking us back almost a 
decade. The Foreign Ministers of the 
American Republics, taking a broad look 
at the problems of all-out war, within a 
month of Pearl Harbor called for co- 
operation among the republics on health 
and sanitation programs. They re- 
quested this as a measure that would aid 
in mobilizing the resources of the hemis- 
phere for war and for the peace that 
would follow. Promptly, the United 
States Office of the Coordinator of Inter- 
American Affairs launched a coéperative 
health program in 18 of the Latin 
American republics. 

This program, born of emergency 
needs, has become a major component 
of the long-range economic and social 
development plans and hopes of the 
hemisphere. It has established adminis- 
trative patterns and modes of action 
which demonstrate that two govern- 
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ments can work hand in hand on joint 
development programs. It has pioneered 
the Point IV trail. 

This program has from the beginning 
had four chief areas of emphasis: the 
development of local health services 
through health centers; sanitation of the 
environment, with particular emphasis 
on water supply, sewage disposal, and 
insect control; the training and full- 
time employment of professional public 
health workers; and education of the 
public in health matters. It has stressed 
complete community health develop- 
ment under full-time trained direction, 
with active community participation. 

During the nine years since 1942, 
some 2,820 distinct projects have been 
undertaken in this program; 474 
projects are currently active. These 
projects have included operation of 121 
health centers; construction of 201 
water supply systems, 74 sewerage sys- 
tems, and 342 other health facilities, 
such as hospitals, nursing schools, 
laboratories, markets, and _ public 
laundries. Underlying this has been a 
training program: 1,302 Latin American 
professional persons have been given 
advanced training in public health 
through fellowships; technical assistance 
and financial aid have been given to the 
Schools of Public Health in Mexico, 
Santiago, and Sao Paulo; and 240 local 
training courses have been given at sub- 
professional levels. 

This program has been carried out 
through joint services established within 
the Ministry of Health of each coédperat- 
ing government. This, the Servicio Co- 
operativo, which is an integral part of 
the host government, is headed by the 
Chief of Field Party of the Institute, 
who thus becomes an official of both 
governments, directing a program that is 
jointly determined and jointly financed. 
The effective application of this adminis- 
trative device on a wide basis in inter- 
governmental technical codperation is a 
singularly significant achievement. 
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Early in the program, the financial 
contributions of the United States to 
the joint Servicio funds were substan- 
tially larger than those contributed by 
the host governments. Now, in every 
case, the host governments have sub- 
stantially increased their contributions 
both in the total and in the amount 
relative to the contributions made by the 
United States. Since the inception of 
the work in 1942, through the fiscal year 
1951, the joint programs have amounted 
to a total of $102,178,000, with the 
United States contributing, in personal 
services and program funds, approxi- 
mately 48 per cent of the total. In the 
fiscal year 1951 itself, the Institute paid 
a total of under $3,000,000, while the 
codperating Latin American govern- 
ments contributed a total of $13,287,000 
to the Servicio funds. This is not in 
the remotest sense a give-away program. 
It is a truly codperative effort to over- 
come problems that are of immediate 
concern to the entire hemisphere and 
to the world in which this hemisphere 
plays such a vital part. 

Jumping the Atlantic, we find in 1944 
the second United States bilateral health 
program, in Liberia, a country tied to 
us closely by history and important 
to our cause in the dangerous days of 
World War II. It is a country that 
today has only one physician of national 
origin and has all the health problems 
of a primitive tropical environment. 
There, at the request of the President 
of Liberia, the U. S. Public Health 
Service embarked in 1944 on a program 
of bilateral assistance which marks the 
entry of the Public Health Service into 
the bilateral phase of international 
health work, in which today it plays 
a most important role. This program 
is being expanded and serves as the 
nucleus for the first Point IV program 
to be established outside of the 
Americas. 

This program has developed health 
services and medical care facilities for 
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Monrovia, the capital city. It has con- 
trolled malaria in the area of the capital 
and has established the first, and as yet 
only, nursing school in the country. 
Very dramatically, it stamped out a 
nation-wide epidemic of smallpox. For 
months, United States physicians and 
nurses led teams of Liberian dressers 
and vaccinators into the jungle and bush 
of a country which in its 43,000 square 
miles has a mere 200 miles of road. 
Since 1946 smallpox has no longer been 
a public health problem in Liberia. 

Of deeper significance, the annual 
health budget of Liberia has increased 
tenfold since the U. S. Public Health 
Service Mission set foot in Africa seven 
years ago. 

A new and important element entered 
into the bilateral health story in 1947. 
That was the open recognition, as a 
basis for national action, of the fact 
that communism breeds on filth, disease, 
and human misery. Immediately after 
the enunciation of the Truman Doctrine 
of containment of communism, a Mis- 
sion was sent to Greece. It contained 
an important health component com- 
posed of U. S. Public Health Service 
officers which subsequently became the 
public health division of the present 
Economic Cooperation Administration 
(ECA) Mission to Greece. 

The program has been one of tech- 
nical assistance and the provision of 
essential supplies. The work has been 
done by Greece, under Greek direction, 
with Greek funds meeting all internal 
expenses. This has been an extensive 
program. It has included the construc- 
tion of 5 tuberculosis sanatoria, 3 nurs- 
ing schools, 6 hospitals and 2 health 
centers, as well as aid to the Greek 
War Relief Association in the construc- 
tion of 5 general hospitals and 11 health 
centers. Water supplies have been im- 
proved in 375 communities. 

A far-reaching result of the Mission’s 
work is its influence and assistance in 
the strengthening of the organization of 
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the national health service and, in par- 
ticular, the establishment therein of 
sanitary engineering and nursing di- 
visions. 

The work of the public health group 
is recognized as one of the major factors 
in bringing a greater measure of eco- 
nomic and social stability to postwar 
Greece. 

Today neighboring Turkey, which has 
seen this work in Greece, is host to a 
small, recently arrived ECA health 
mission. 

With the conquest of China by the 
Communists and the outbreak of com- 
munistic guerilla activities in Southeast 
Asia, the ECA undertook to give as- 
sistance to these areas, with a view to 
quieting unrest. Applying its experience 
in Greece, it immediately undertook, 
with the technical assistance of the U. S. 
Public Health Service, to initiate health 
programs which would bring relief as 
rapidly as possible to the rural popula- 
tions of the countries in this area. 

In countries of Southeast Asia— 
Burma, Thailand, Vietnam, Cambodia, 
Laos, and Indonesia—and in the Philip- 
pines and Formosa, ECA is today spend- 
ing some $22,000,000 to extend medical 
care and sanitation as rapidly as possible 
to the villages. Since these are highly 
malarious countries, much emphasis is 
being placed on initiating control pro- 
grams, through both residual spraying 
and the distribution of chloroquine. In 
Vietnam, for example, some 114,000 
houses have been sprayed within the 
last few months. In Thailand some 
40,000 homes have been sprayed. Be- 
tween 30,000 and 35,000 persons in 
Vietnam showing symptoms of malaria 
have been treated with chloroquine. 

An aggressive attack is being made on 
trachoma and other eye infections in 
Burma, Vietnam, and Thailand, using 
the most modern techniques. 

These and other extensive and inten- 
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sive activities reaching directly into the 
villages are being directed by 80 U. S. 
Public Health Service officers. 

The Point IV Program has already 
been mentioned. Its underlying concept 


is understood here, I am sure. It is an 
idea that is consonant with our greatest 
aspirations as American public health 
workers. It is administered by the De- 
partment of State through its Technical 
Cooperation Administration (TCA). 
The Institute of Inter-American Affairs 
has recently become a functional part 
of the TCA, and its program has been 
expanded as part of Point IV. The U. S. 
Public Health Service program in Li- 
beria has been expanded in a similar 
manner. 

The TCA has launched new Point IV 
programs in Iran and Lebanon. It is 
now planning health programs in co- 
operation with 15 of the governments 
of the Near East and South Asia, from 
Ethiopia to Nepal. In the field of 
health, the TCA and ECA meet in the 
U. S. Public Health Service, which sup- 
plies technical support and much of the 
personnel for both programs. 

Today the World Health Organiza- 
tion, and in this hemisphere the Pan 
American Sanitary Organization, are 
growing rapidly in strength. As part 
of the same great international health 
movement, the United States is working 
jointly with many nations in the devel- 
opment of effective health services. 
There is ample evidence that in the field 
of public health we have a unique meet- 
ing ground for the people and nations 
of the earth, potentially the most fruit- 
ful avenue toward the coveted prize of 
a world of enduring peace. Working 
thus together toward these great ends, 
we can see ahead to a world that does 
not rock with each edition of the day’s 
press, a world in which we, and in which 
our children also, can live as free citizens 
at peace, one with the other. 
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6. Our Stake in World Health * 


FRANK G. BOUDREAU, M.D. 
Executive Director, Milbank Memorial Fund, New York, N.Y. 


rel an address before the American 
Public Health Association in 1944, 
“Public Health as an International 
Problem,” 1 Raymond B. Fosdick noted 
that the meeting was held “in the midst 
of a cataclysm more ruthless, barbarous, 
and destructive than anything the hu- 
man race has ever experienced.” 

We meet again in a world shaken by 
fear and divided by hate, with the 
shadow of a third world war hanging 
over us. And since the close of World 
War II, fantastic advances in science 
and technology have hurried our world 
on to its destiny and crowded its peoples 
ever more closely together into a single 
community. 

Progress in the speed of travel and 
communication emphasizes the lesson of 
one world, but two widely contrasting 
worlds continue to exist side by side: 
the world of good health, long life, and 
high standards of living, and the other 
world of disease, hunger, and premature 
death. We who live in the relatively 
healthy and prosperous world are out- 
numbered about three to one by those 
who do not happen to be so fortunate, 
and the disparity is growing. 

It would be folly to imagine that two 
such different worlds can continue to 
exist side by side in peace, for you can- 
not expect the peoples of the other 
world, who have become such close 
neighbors of ours, to be content to re- 
main forever in the misery to which 


* Presented before the Second General Session of 
the American Public Health Association at the Seventy- 
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they have been condemned by the acci- 
dent of being born in the wrong country. 

Two courses are open to us. We may 
decide to isolate ourselves from the 
other world and arm to the teeth to 
defend our homes and our goods. But 
we know by dearly bought experience 
that isolation is no longer possible, while 
history teaches that the armaments race 
leads inevitably to war, that wars can 
no longer be confined to small areas, and 
that world wars reduce victors and van- 
quished alike to misery and ruin. 

Or we can resolve to assist the people 
of the other world to lift themselves out 
of their misery by helping them to de- 
velop their human and material re- 
sources. 

Public opinion in our world of plenty 
is slowly forming in favor of the second 
course. It is advised by the most ad- 
vanced economists as well as by the 
dictates of conscience. I am convinced 
that mental health authorities would 
consider it a powerful means of pro- 
moting mental health throughout the 
world. 

The speed at which our world is being 
transformed requires us to act rapidly 
and with conviction. But our whole in- 
clination is to temporize, to try to gain 
a little time, to put off the great decision 
as long as possible. We failed to act in 
1920 and the most devastating war in 
history followed. Now that a third 
world war threatens, we must act before 
we become involved in that final catas- 
trophe. Our neighbors in the other world 
must be given sound reason to believe 
that help is on the way or they will em- 
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brace any doctrine, no matter how 
destructive to our society, that promises 
them relief. 

If we assume that the underprivileged 
hordes will overwhelm us unless we offer 
them help, our action will be grudging, 
slow, and ineffective. Fear, and the ag- 
gressiveness caused by fear, provoke 
similar reaction in others. Solicitude for 
our fellows in all countries, sympathy 
for the less fortunate, the conviction 
that in world unity lies our only safety 
and our only chance for real happiness; 
these must be our motives if we are to 
succeed in building the foundations of 
the new world society of which men 
have always dreamed. 

This, then, is the framework in which 
we view our stake in world health; a 
world rushing faster and faster to its 
destiny, its people crowded closer and 
closer together but torn by hatred and 
haunted by fear, equipped with the most 
deadly weapons ever invented, and un- 
able fully to understand or to influence 
human behavior. 

The definition of the word “stake” 
which I have chosen is that found in 
Webster’s dictionary of synonyms: any- 
thing material or nonmaterial which we 
are in danger of losing. What, then, in 
this sense is our stake in world health, 
what, in fact, are we in danger of losing 
if our support of the World Health Or- 
ganization continues to be unimagina- 
tive and halfhearted? 

We may lose the chance to rid the 
world of those ancient scourges which 
have afflicted mankind throughout the 
ages: malaria, plague, cholera, and yel- 
low and typhus fevers. Some, if not 
all, of these could be wiped out in a few 
years if we made up our minds to do it. 
For the present, means and methods of 
control are far more effective than any- 
one imagined possible just a few years 
ago. I need only remind you of the 
sulfa drugs, the growing list of anti- 
biotics, the new powerful insecticides, 
and all the synthetics to convince you 
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that we have at our disposal weapons 
so powerful that their intelligent use 
will produce miracles of prevention and 
cure. 

We may lose the chance to rid the 
world of the suffering and death caused 
by the worst manifestations of the major 
deficiency diseases: beriberi, scurvy, 
rickets, pellagra, and others less familiar 
to us. These diseases still number their 
victims in millions, yet have been 
brought under control in the more ad- 
vanced countries. Governments, work- 
ing through WHO and the Food and 
Agriculture Organization of the United 
Nations, can do for the world as a whole 
what we have succeeded in doing for 
our own people. But if we look upon 
WHO and FAO as nothing more than 
interesting novelties in international re- 
lations, of far less importance than our 
own Public Health Service or Depart- 
ment of Agriculture, then the deficiency 
diseases will continue to take their heavy 
toll of disease and death. 

We shall lose our chance to take part 
in the building up of a great stock pile 
of knowledge and experience in the 
maintenance of health and the preven- 
tion and treatment of disease. No nation 
has a monopoly of this knowledge and 
experience. We owe to German science 
the idea of synthetic drugs, as well as 
many effective examples. Penicillin came 
to us from Britain, insulin from Canada, 
DDT from Switzerland, the electro- 
cardiograph from The Netherlands. Pub- 
lic health and modern medicine have 
been built up by the contributions of 
many workers in many lands. Yet how 
slow has been the process, how many 
obstacles have had to be overcome, how 
many unnecessary delays have occurred. 
The Health Organization of the League 
of Nations and WHO, its successor, both 
inadequately supported, have done 
notable work in this field. The stock 
pile is growing. Every day it becomes 
more valuable as WHO succeeds in 
promoting the exchange of knowledge 
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and in developing a universal means of 
making its treasures available to all 
countries through standardization of bio- 
logicals, already far advanced, through 
the increasing comparability of vital 
statistics, by which we measure our 
progress in health, and through such 
things as a world pharmacopeia of po- 
tent drugs. Every day new useful 
knowledge is pouring out of research 
laboratories in many countries. Its wide 
use is often delayed by the barriers of 
language and man-made frontiers of 
prejudice and insularity. Breaking 
down these barriers, building roads 
across these frontiers is a task for which 
WHO is exceptionally qualified. 

We may lose the opportunity to build 
up a world-wide united front in the 
struggle for good health and disease con- 
trol. Several armies under separate 
command are far less effective than the 
same forces administered as a unit, with 
common weapons and services. As in 
warfare, so in disease control: no gaps 
must be found in the front facing the 
enemy, every sector must be held by 
first-class troops armed with the best 
weapons that science can provide. These 
armies are the health services and 
medical and health institutions in the 
different countries. Some are weak, un- 
dermanned, underofficered, and under- 
equipped. In some countries they are 
virtually nonexistent. To bring them all 
up to the necessary level of efficiency, 
much is required in the way of training, 
experience, and equipment. The advan- 
tage of international codperation is that 
experience acquired by any country may 
be used freely by all and that costly 
equipment need not be duplicated un- 
necessarily. 

You have learned that WHO is en- 
gaged in building up this army of health. 
The least developed countries have the 
greatest need for more qualified physi- 
cians, more trained health officers, more 
nurses, more sanitary engineers. These 
countries also stand in greatest need 
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of medical institutions of all kinds: hos- 
pitals, medical and public health and 
nursing schools, research institutes, 
health centers, and many others. It will 
take time and money to provide them, 
but in a codperative world, existing 
medical institutions may be used to ca- 
pacity, ignoring political frontiers, so 
that a start may be made at once. 
Existing schools may join in organizing 
international courses, as they have done 
in the past, and the fellowship program 
may be greatly expanded, so that hun- 
dreds of suitable candidates from 
countries lacking the necessary institu- 
tions may be qualified in other countries. 
Every increase in the number of trained 
health workers will bring added effi- 
ciency in the fight against disease; every 
moment that we hesitate to throw our 
wholehearted support to world health 
means unnecessary suffering and death 
to men, women, and children in many 
countries. 

We may lose the chance to build 
peace into the minds of men. Our 
present age is characterized by aggres- 
siveness and competition. These quali- 
ties may have been necessary for survi- 
val when food production could not keep 
pace with population growth, but they 
are anomalies in the industrial and sci- 
entific world of today. Codéperation is 
the key to our survival, but aggressive- 
ness and competition persist. Our prob- 
lem is to make the challenge of peace 
appeal to men more strongly than the 
excitement of war. Progress in the 
development of new lethal weapons of 
war far exceeds the rate of advance in 
our understanding and control of hu- 
man behavior. We do not allow a child 
of five to take the throttle of a great 
locomotive pulling thousands of passen- 
gers at high speed through the night, 
but minds just as immature are likely 
to be found in control of far more lethal 
forces. 

The challenge of the times is to sub- 
limate man’s aggressiveness into vigor- 
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ous codperative action toward building 
a world society in which opportunities 
for health, long life, rising standards of 
living, and freedom will be open to men, 
women, and children of every race, 
creed, or country. Our present aggres- 
siveness and competitive spirit must give 
way to compassion, sympathy, and co- 
operation. Advances in our knowledge 
of human psychology, sociology, and 
psychiatry, built into programs of men- 
tal health, give the most promise of suc- 
cess. WHO's present limited programs 
for mental health need to be developed 
and expanded until they cover the earth. 
Combined with education and other 
social measures, they may turn out to 
be keys to the solution of our most 
pressing problem—how to build peace 
into the minds and hearts of men, how 
to adapt man’s behavior to the condi- 
tions and complications of the new 
world in which he lives. 

We may lose the chance to gain 
experience in working together for pur- 
poses in which all men believe and in 
which there is no need for competition. 
The supply of health is unlimited. If 
your neighbor gains in health, you lose 
nothing. If epidemic diseases are wiped 
out in India or China, the whole world 
profits. “By pooling its brains and re- 
sources the human race can add to 
its own well-being.”? Better health 
throughout the world is well worth 
working for, but the experience gained 
by working together may prove in the 
long run to be of far greater value. 
For world society in this industrial and 
scientific age cannot exist without some 
form of world government to facilitate 
the codperation of peoples and to re- 
strain the violence of unruly nations. 
There are those who would do away 
with the United Nations and all the 
specialized agencies, substituting there- 
for a world constitution, a world parlia- 
ment, and a complete apparatus of world 
government on the model of federal gov- 
ernments in Switzerland or in this coun- 
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try. Unfortunately, mankind learns by 
slow experience, often by trial and error. 
The pages of history are full of noble 
experiments which failed: the Kellogg 


Pact, the Locarno agreements, the 
treaties of peace, and the Charter of 
the League of Nations. World govern- 
ment must be built brick by brick, be- 
ginning in areas of common interest 
where codperation is possible and the 
results are of benefit to all. 

The World Health Organization is 
peculiarly fitted to become the spear- 
head of a world revolution which will 
have as its aim not the destruction of 
present civilization, but the organization 
of a peaceful world, not the leveling 
down of all countries to lower standards 
of living, but the raising up of the poorer 
countries to the standards of the most 
healthy and prosperous. This is within 
our grasp; we have the ability and the 
means to do it; only the will falters, 
only the imagination fails. 

Just a few years ago the Charter of 
the United Nations was signed in San 
Francisco by the delegates of many 
nations. This act of faith has given 
birth to magnificent buildings in New 
York City, where men and women of 
many countries strive by day and by 
night to solve the problems which 
trouble the peace of the world. Since 
its establishment the United Nations has 
been ceaselessly engaged in a desperate 
struggle to prevent the spread of war. 
Its attention has of necessity been con- 
centrated on the prevention of aggres- 
sion, the policing of the world. I realize 
that police forces are essential even in 
our most advanced cities. But peace is 
never a product of police forces alone. 
It is the fruit of mature minds in a 
healthy social and economic environ- 
ment. I do not mean to decry the ac- 
tivities of the Security Council and the 
Assembly when I say that the real work 
of the United Nations is the organiza- 
tion of peace. Peace might be built, 
little by little, if men could be persuaded 
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that the building of peace is just as 
important as the prevention of aggres- 
sion. For police action may detect and 
punish the criminal, but rooting out the 
causes of crime is a task for other forces. 

Economic and social development is 
needed to heal a sick world and set it 
on its feet. We have in the United 
Nations and the specialized agencies all 
the machinery needed for this purpose, 
but the machinery is idling for lack of 
fuel. Two-thirds of the world’s popu- 
lation is crying for relief from disease, 
hunger, premature death, and poverty 
but does not know where to turn for 
relief. WHO, above all other interna- 
tional agencies, is fitted to show the 
way, for its jurisdiction is in one of the 
few areas where men of all races and 
creeds can work easily together. 

This being the case, how adequately 
are we supporting WHO? Far less ade- 
quately than our own national health 
services. WHO and all its branches 
could be swallowed up without trace by 
the U. S. Public Health Service or the 
Ministries of Health of Britain or the 
U.S.S.R. It is surpassed in size, staff, 
and budget by some of our state depart- 
ments of health. We might logically 
conclude that WHO is regarded as some- 
thing less important than the health 
department of a large city. 

Other UN specialized agencies con- 
cerned with health fare no better. FAO 
is exceeded in all respects by one bureau 
of our Department of Agriculture; it is 
regarded, financially speaking, as some- 
what less significant than a state bureau 
of food and drugs. UNESCO, with its 
potentially wide coverage of subject 
matter and territory, is surpassed in all 
material respects by the New York State 
Department of Education. Is it not 


ironic that so many should cry for the 
moon in the form of a complete system 
of world government while the govern- 
ments of the advanced countries seek to 
reduce their puny contributions in sup- 
port of the only instruments of world 
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government that now exist or are likely 
to exist in the near future? 

This situation places a very heavy 
responsibility upon professional health 
workers, who should understand better 
than any other group the potentialities 
of WHO and the leading part it is cap- 
able of playing in organizing the peace 
of the world and in building up, little by 
little, the constructive aspects of world 
government. Joining hands with our 
colleagues in other countries, we must 
take our people up to the mountaintop 
where they can see the promised land 
of good health, peace, and freedom 
stretching before them. When their 
eyes have been lifted to these wider 
horizons, there will be no further ques- 
tion of reducing WHO’s budget to a 
few millions. 

I cannot imagine anything more in- 
spiring than the opportunity which is 
open to us to lead the way in this 
pioneering adventure. It therefore gives 
me the very greatest satisfaction to be 
able to announce to you that the Na- 
tional Health Council has decided to 
organize a Citizen’s Committee for the 
World Health Organization. It will be 
the task of this committee to make 
known to all our people the work and 
potentialities of world health. It will 
educate and organize public opinion, so 
that our political leaders need never be 
in doubt about the peoples’ support of 
WHO and all other UN agencies con- 
cerned with physical and mental health. 
We who pride ourselves on our skill in 
using the tool of health education will 
find this task worthy of our best efforts. 
It will give new zest to our work, new 
interest to our lives. It will fit us better 
to become useful members of a united 
world society. 

The preamble to the Charter of the 
United Nations begins with the words, 
“We, the peoples of the United Na- 
tions. .. .” These words were used to 
emphasize that the new world must be 
built by peoples as well as by govern- 
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ments. The initiative of the National 
Health Council in setting up a United 
States Citizens’ Committee will give the 
people of our country an opportunity to 
work for world health as the spearhead 
of a movement for the organization of 
world peace. It will give professional 
health workers the privilege of taking 
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the lead in meeting the most exciting 
and momentous challenge mankind has 
ever faced. 
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Watching for Epidemic Outbreaks 


An Epidemic Intelligence Service has 
been established by the U. S. Public 
Health Service. In 16 centers in 12 
states, 21 medical officers of the Service 
have taken up their posts with the pri- 
mary job of rendering “assistance in 
investigating disease outbreaks beyond 
the resources of state and local health 
departments to control. They will also 
be on call for epidemic aid anywhere in 


the nation at the request of state health 
officers.” 

The 21 have recently completed an 
intensive eight week training course in 
the Communicable Disease Center at 
Atlanta. 

The center’s chief of epidemiological 
services, Alexander D. Langmuir, M.D., 
is in charge of the Epidemic Intelligence 
Service. 
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Recent Developments in the 
Prophylaxis of Rabies" 


HILARY KOPROWSKI, M.D., anp HERALD R. COX, Sc.D., 
F.A.P.H.A. 


Section of Viral and Rickettsial Research, Lederle Laboratories Division, 
American Cyanamid Company, Pearl River, N. Y. 


PRACTITIONER or a_ public 

health officer facing either a wor- 
ried individual exposed to the bite of an 
animal or, what is worse, a deeply per- 
turbed parent of a child injured by a 
possibly rabid animal is confronted now- 
adays by a distressing dilemma in ad- 
vising proper protective treatment. 

If he was graduated from medical 
school prior to 1935 he was most cer- 
tainly instructed in the course of his 
studies to follow the time-honored, 
almost routine, practice of giving the 
Pasteur treatment to every person who 
came in contact with an animal which 
behaved abnormally. This Pasteurian 
attitude toward antirabies treatment 
may perhaps be best expressed by quot- 
ing from a letter written by Professor 
Claudio Fermi on June 18, 1951, to the 
members of the WHO Expert Com- 
mittee on Rabies. Professor Fermi, 
whose past contributions in the field of 
rabies are of unquestionable merit, ex- 
pressed in his letter the following 
opinions: 

1. Begin the course of vaccination imme- 
diately if there is the least suspicion of rabies 
in the biting animal, and not wait until the 
animal shows signs of rabies. 2. Start treat- 
ment even in case of light wounds made by 


suspected animals (scratching and licking), 
which can also be fatal. 


* Presented before a Joint Session of the Epidemi- 
ology, Health Officers, Laboratory, and Maternal and 
Child Health Sections of the American Public Health 
Association at the Seventy-ninth Annual Meeting in 
San Francisco, Calif., October 31, 195!. 


Although it is possible that adherence 
to such advice as Professor Fermi’s may 
have saved many lives, it took half a 
century before it was realized that the 
Pasteur treatment carried with it two 
major prejudicial conditions: First, the 
questionable value of the treatment in 
cases where severe wounds have been 
inflicted by frankly rabid animals, and, 
second, the occurrence of neuroparalytic 
accidents following such treatment. 

These disadvantages of the Pasteur 
treatment, though still denied by certain 
workers in the field of rabies are sup- 
ported by concrete evidence. Otten,’ in 
a careful analysis of many cases of 
failure reported for the Pasteur method, 
came to the conclusion that there was 
little advantage in treating cases when 
exposure to rabies was so severe that the 
incubation period was less than 30 days. 
These findings seemed to receive ample 
confirmation by observations on cases of 
wolf bites in Iran made by Ghodssi ® 
and by Baltazard,* Director of the 
Pasteur Institute in Teheran. These 
workers reported 30 per cent mortality 
in exposed individuals, despite the fact 
that an intensive course of antirabies 
vaccination employing the Fermi vaccine 
was instituted in every single case.* 

References to the occurrence of neuro- 
paralytic accidents following the Pasteur 
treatment are too numerous to be dis- 
cussed in the present paper. Again, it 
is possible to challenge the recommenda- 
tion of Fermi, in the letter referred to, 
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that treatment of suspicious cases not be 
stopped just to avoid paralysis because, 
according to Fermi, “the percentage of 
post-paralysis death is 50 times smaller 
than the percentage of cases of rabies.” 
The data of Pait and Pearson,” collected 
in the County of Los Angeles for the 
years 1940-1946, indicate just the op- 
posite. The incidence of neuroparalytic 
accidents was 1 in 600 (a total of 9 
cases) of the vaccinated individuals, 
whereas the chance of acquiring rabies 
from dogbite varied from 1:1,400 to 
1:2,100. During the period 1946-1949, 
3,000 patients received Pasteur treat- 
ment in Manhattan and 5 of these de- 
veloped postvaccinal paralysis, or, again, 
an incidence of 1 in 600.° It is recog- 
nized that a postvaccinal paralysis in- 
cidence rate is being compared with a 
mortality rate, and yet some comparison 
can be made. 

It can thus be seen that the first prob- 
lem facing a physician considering pro- 
tective treatment of a supposedly 
exposed individual is to balance the risk 
of the vaccination procedure with the 
possibility that the patient may contract 
rabies. Perhaps this problem has never 
been better stated than by the most 
lucid mind of modern times, George 
Bernard Shaw, in the Preface to the 
play, “The Doctor’s Dilemma”: * 


The vogue of the Pasteur treatment of 
hydrophobia, for instance, was due to the 
assumption by the public that every person 
bitten by a rabid dog necessarily got hydro- 
phobia. I myself heard hydrophobia discussed 
in my youth by doctors in Dublin before a 
Pasteur Institute existed, the subject having 
been brought forward there by the scepticism 
of an eminent surgeon as to whether hydro- 
phobia is really a specific disease or only 
ordinary Tetanus induced (as tetanus was then 
supposed to be induced) by a lacerated wound. 
There were no statistics available as to the 
proportion of dogbites that ended in hydro- 
phobia; but nobody ever guessed that the 
cases could be more than two or three per 
cent of the bites. On me, therefore, the re- 


sults published by the Pasteur Institute pro- 
duced no such effect as they did on the 
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ordinary man who thinks that the bite of a 
mad dog means certain hydrophobia. It 
seemed to me that the proportion of deaths 
among the cases treated at the Institute was 
rather higher, if anything, than might have 
been expected had there been no Institute in 
existence. But to the public every Pasteur 
patient who did not die was miraculously 
saved from an agonizing death by the benefi- 
cent white magic of that most trusty of all 
wizards, the man of science. 


And then in another place: 


The results of ordinary private-practice- 
inoculation at their worst are bad enough to 
be indistinguishable from those of the most 
discreditable and dreaded disease known. 


Little he knew, the late wizard from 
Ayot-St. Lawrence, that his words writ- 
ten in the year 1906 can be applied, and 
only too pointedly, to the issue of vac- 
cination against rabies in the present 
year 1951. 

To compose a guide for rabies 
prophylaxis is a difficult and unsatisfy- 
ing task because inevitably the result 
will not be universally acceptable. The 
Report of the First Session of the WHO 
Expert Committee on Rabies includes 
the opinion of the members on indica- 
tions for vaccine treatment. These 
recommendations are reproduced in 
Table 1. This is intended solely as a 
guide for public health authorities and 
should not be treated as a Delphian 
revelation, to be followed blindly in 
every single instance. 

It may be observed that the members 
of the Committee tried as much as pos- 
sible to avoid indiscriminate use of the 
Pasteur treatment and favored its appli- 
cation only in cases of bites and licks 
by uncaptured and rabid or wild ani- 
mals. Multiple bites of the head, neck, 
and shoulder were also considered as an 
indication for treatment, although it re- 
mained obvious that if the animal in- 
flicting these wounds were rabid, the 
bitten individual had little chance of 
escaping rabies in spite of treatment. 

Similar opinions regarding the advis- 
ability of Pasteur treatment were 
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TABLE 1 


Indications for Vaccine Treatment 


Condition of Biting Animal 


Decision as to Vaccine 


Nature of Exposure 
At Time of Exposure 


. No lesions; indirect Healthy or rabid 
contact only 
II. Licks: 
(1) unabraded skin Healthy or rabid 
(2) abraded skin or (a) Healthy 
mucosa (b) Healthy 


~ 


(c) Suspicious 


(d) Animal rabid, escaped, 

killed, or unknown 
III. Bites (a) Healthy 
(b) Healthy 


(c 


Suspicious 


(d) Animal rabid, escaped, 
killed, or unknown; or 
any bites by jackal, wolf, 
fox, or other wild animal 


During Observation Treatment at Time of Possible 
Period of 10 Days Exposure 


Healthy or rabid None 


Healthy or rabid None 

Healthy None 

Clinically suspicious Start treatment at appearance 

or proven rabid of first suspicious signs 

Healthy Start treatment immediately; 
stop treatment if animal re- 
mains normal for 3 days 

Start treatment immediately 


Healthy No treatment, except if bites 
are multiple, or face, head 
or neck bites; then treat 
as ia III(c) 

Clinically suspicious Start treatment at appearance 

or proven rabid of first suspicious signs 

Healthy Start treatment immediately; 
stop treatment if animal re- 
mains normal for 3 days 

Start treatment immediately 


Norte: Bites on the head, neck, and shoulders, deep multiple wounds, and those inflicted by wild animals involve 
a greater degree of risk, and patients should be treated accordingly. 
Source: WHO Expert Committee on Rabies. WHO Technical Report Series No. 28, 1950. 


recently expressed by Sellers,® who con- 
siders antirabic treatment as contraindi- 
cated in the following instances: 


1. When there is no broken skin anywhere 
on the body, including face or mouth 

2. If previous wounds are known to be 
over 24 hours old or are covered with an 
unbroken scab 

3. If the tooth wounds were made 
through untorn clothing—such wounds are 
usually bruises 

4. If exposure is limited to. handling only 
the dog or objects contaminated with the 
saliva, or to drinking the milk of rabid cows 
or goats 

5. If the wounds were inflicted not less 
than 7 days prior to the detection of visible 
signs of the disease 

6. If the animal remains normal for as 
long as 7 days after inflicting the wounds 


Some workers in the field of rabies 
have already challenged and opposed the 
WHO outline for antirabic treatment,® 
and others will probably do so in the 
future. However, regardless of how 


vociferous this opposition is and will be, 
one thing has to be made clear: With 
the exception of Sellers, no one has as 
yet presented even a remotely similar, 
constructive scheme of action for public 
health officers in cases of emergency. 
There is a great likelihood that if this 
outline is followed, the incidence of 
neuroparalytic accidents will decrease 
without a consequent rise in the inci- 
dence of human rabies. 

As we have mentioned above, there is 
great dubiety, to say the least, as to the 
efficacy of the Pasteur treatment in 
cases of severe exposure to rabid ani- 
mals, regardless of whether the original 
Pasteur vaccine, or the Semple, or 
numerous modifications of either are 
used. Frequently, letters are received 
by our laboratory from health officers 
throughout the country, who complain 
about the unsatisfactory outcome of the 
so-called “classical techniques” of anti- 
rabic treatment and ask advice about 
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TABLE 2 


Summary of Data on Use of Rabies Antiserum in Man 


Condition of Biting Animal 
and Number of Persons Exposed 
Total Number 


of Persons 
Treated with Unknown 
Antiserum Nonrabid (Not Captured) Rabid 
11 
48 8 


procedures which may improve the pa- 
tient’s chances to survive exposure. 

It is strange that although there has 
existed since 1889 a prophylactic meas- 
ure which might logically have been 
used in attempting to improve the effi- 
cacy of antirabic treatment, except for 
several courageous individuals, workers 
in the field of rabies have condemned 
the use of antirabies serum as an ad- 
junct of the Pasteur treatment. Conse- 
quently, this classic approach almost 
sank into oblivion in so far as rabies 
prophylaxis is concerned. Of the few 
scattered workers who attempted to con- 
tinue the work pioneered by Babes and 
Lepp,’® one should mention Fermi in 
who has employed serum in 
the treatment of exposed individuals 
since 1911; Shortt, who used 
serum in India; and Proca and Bobes,}* 
who employed antiserum in their treat- 
ments in Rumania. 

It is true that until the year 1936, 
when Hoyt, e¢ al.,)° published their 
studies on the passive immunization of 
mice against rabies, experimental tools 
and techniques employed in the evalua- 
tion of antiserum were crude and not too 
reliable. However, the work of Hoyt *® 
and Habel,’* as well as studies con- 
ducted in our have 
proved beyond doubt that antirabies 
serum has definite protective power in 
the treatment of exposed laboratory 
animals. Moreover, results of experi- 
ments conducted in hamsters indicated 
that antiserum given within 24-72 hours 
after inoculation with street virus will 


Location of Bite Severity of Bite 


Head Arms Legs 
and and and 
Neck Hands Feet Severe Moderate Mild 
4 3 1 4 1 3 
8 19 2 i) 12 8 


protect the majority of exposed animals. 
In contrast, we were unable in any 
experiments to save the life of a single 
animal exposed to street virus and then 
treated only with serial injections of 
phenolized vaccine. The results of these 
experiments, which simulated natural 
conditions as much as possible, seemed 
to warrant extensive clinical trials in 
man. This attitude was adopted by the 
members of the WHO Expert Commit- 
tee on Rabies, and yet it met with the 
opposition of such workers as Rem- 
linger + and Nikolic.® The latter con- 
demned the use of antirabies serum, 
not on the basis of experimental work 
which he passed over hurriedly, but on 
the grounds of the personal opinion of 
Bobes and the scant evidence obtained 
in the serum treatment of exposed indi- 
viduals in Turkey. More will be said 
about the evaluation of antirabies treat- 
ment in human beings later. 

In this country concentrates of anti- 
rabies serum prepared either in rabbits 
or in sheep were made available for 
clinical trials in 1948. Each vial of 
antiserum was accompanied by a ques- 
tionnaire, and the physician responsible 
for the case was asked to fill it out and 
return it to our laboratory. Approxi- 
mately 75 per cent of the distributed 
questionnaires have now been returned 
and Table 2 is a composite of the 
responses. 

You may observe that of a total of 
48 cases which received antiserum, 11 
were exposed to bites of nonrabid ani- 
mals, and this group will not be dis- 
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cussed further. Eight persons were bit- 
ten by animals not captured: 4 were 
bitten on the head or neck, 3 on the 
arms, and 1 on the leg. The severity of 
bite was judged by the attending physi- 
cian and in 4 cases was considered to be 
mild or moderate, but severe in 4 other 
cases. 

The largest group in the series is 
comprised of 29 persons who were 
treated with ant‘serum after having been 
bitten by animals which were shown to 
be rabid either by the presence of Negri 
bodies in the brain tissue or by virus 
isolation in mice. Of these 29 cases, 8 
were bitten on the head or neck, 19 on 
the arms or hands, and 2 on the legs or 
feet. Nine were classified as severe ex- 
posures, 12 as moderate, and 8 as mild. 

In most but not all cases, administra- 
tion of serum was followed by pheno- 
lized vaccine treatment of varying dura- 
tion and intensity. Not 4 single fatality 
was observed in this series, but we can- 
not state that this fact indicates signifi- 
cant efficacy of the antiserum, because 
the presence of Negri bodies and de- 
monstrable virus in the central nervous 
system is not always correlated with the 
presence of virus in the saliva. In other 
words, animals do not bite with their 
brains. Thus, we do not know in how 
many instances the patients were ac- 
tually exposed to contact with the virus. 

One of the cases may be worth men- 
tioning as a probable exception. This 
was an animal attendant who, while 
cleaning a cage housing guinea pigs 
inoculated with street virus, was bitten 
by an animal which inflicted a deep 
penetrating wound on the wrist. The cul- 
prit was sacrificed immediately, its sali- 
vary glands removed, made into a sus- 
pension, and titrated in mice. The LD 50 
titer was 10 *-°° and this case can thus 
be considered, with only slight reserva- 
tion, as one of definite exposure. 

The principal difficulty, therefore, in 
a statistical evaluation of the effect of 
antiserum lies in the impossibility of 


PROPHYLAXIS OF RABIES 


1487 


defining an actual exposure. Yet this 
fact alone should not discourage the use 
of antiserum. Experimental evidence is 
strong in its favor and a certain amount 
of comfort should be drawn from the 
fact that no person who has received 
antiserum has yet died of rabies. 


INDICATIONS FOR ANTISERUM 
TREATMENT 

In every case of severe exposure the 
use of antiserum should be considered. 
It should be administered within the 
shortest possible time following expo- 
sure, preferably within 24 hours, and 
certainly not later than 72 hours after 
exposure. Experimental evidence ob- 
tained in hamsters indicates that anti- 
serum has no protective power if admin- 
istered 96 hours after inoculation with 
virus. At the present time it may be 
advisable to employ antiserum treatment 
in conjunction with vaccine. We feel 
certain that the course of vaccine may 
then be shortened considerably, thus 
decreasing the risk of neuroparalytic 
accidents. 

Treatment with vaccine could be in- 
itiated 24 hours after administration of 
antiserum, but, since the presence of 
rabies antibodies lasts 7 to 10 days after 
passive immunization, there is reason to 
believe that the first injection of vaccine 
can be given at any time within this 
period. 

Antiserum should be quite valuable in 
those cases of human exposure in which 
the fear of rabies is greater than the 
danger of rabies itself. For instance, in 
cases of bites by known, usually 
friendly, animals, the administration of 
antiserum may temporarily alleviate the 
anxiety of the patient until normal be- 
havior of the suspected animal during 
the observation period completely dis- 
pels his fear. Conversely, were the 
animal found to be rabid, adjunct treat- 
ment with vaccine may still be started 
before passive immunity fades away. 
This “psychological” effect of antiserum 
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may be also considered in those who 
might be exposed again within one year 
after receiving a course of Pasteur treat- 
ment, and who feel uncomfortable if no 
form of protective treatment is applied. 
In such instances, antiserum alone, of 
course, could and probably should be 
administered. The dose presently 
recommended is 0.50 ml. per kg. of body 
weight. Each case should always be 
considered individually and, if a very 
heavy exposure is observed, the amount 
of antiserum may be proportionately in- 
creased. 

Serum sickness was noted in about 20 
per cent of those who were treated with 
rabbit serum concentrates, but a much 
greater proportion was observed in those 
who received sheep serum concentrates. 
The production of serum in sheep has 
therefore been discontinued in favor of 
either horse or rabbit serum concen- 
trates. Of course, the physician in 
charge of the case, faced with a choice 
of three evils, should decide to use anti- 
serum, since serum sickness would be 
preferred to rabies or a neuroparalytic 
accident should it turn out that the 
animal is rabid. 

It is needless to add that careful 
analysis of every case which receives 
serum will help in the ultimate evalua- 
tion of serum treatment. The biting 
animals should be examined with par- 
ticular care, and, if rabid, not only brain 
but also salivary gland tissue should be 
checked for the presence of virus. This 
may appear to be an extravagant de- 
mand; however, it is only by means of 
such procedure that we may select those 
individuals whose risk has been maximal 
for the final determination of the efficacy 
of rabies antiserum treatment. 


FUTURE DEVELOPMENTS 

If the experience gained through the 
use of antiserum in treating exposed per- 
sons confirms the data obtained in 
experimental work, it may be feasible to 
consider further reduction of the num- 
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ber of injections of phenolized vaccine 
following antiserum treatment. Experi- 
mental work has been initiated on the 
immune response of monkeys receiving 
one injection of antiserum followed 6 
days later by one injection of phenolized 
vaccine. The results are still incomplete 
and are based solely on serological evi- 
dence of immunity; the actual proof of 
the efficacy of such a procedure can only 
be established after challenge with street 
virus. 

Finally, a word should be said about 
the chick-embryo-adapted Flury strain 
of rabies virus. Its use in the avianized 
rabies vaccine for the immunization of 
dogs has indicated its broad antigenic 
value; this strain may be considered for 
human use when clinical trials have con- 
firmed the safety and effectiveness of the 
procedure. If antiserum becomes a 
standard item in the armamentarium of 
antirabies treatment, then, of course, the 
use of live virus vaccine will be con- 
ditioned by the demonstration of its 
ability to immunize in spite of antiserum 
treatment. 

While the laboratory has contributed 
a great deal to the control of rabies and 
will continue to do so through diagnostic 
services and the development and testing 
of new and better methods of preventing 
the disease, rabies is not just a labora- 
tory problem, nor can it be shrugged off 
and tossed into the laps of the public 
health authorities. In spite of its rela- 
tive infrequency, it stands out from 
all other infectious diseases because the 
illness, once symptoms and signs are 
present, always ends in death. Rabies 
is a preventable disease and its pre- 
vention is primarily a community-wide 
responsibility. 

Remlinger’s often quoted article? 
takes the American program of work on 
rabies vigorously to task. In the last 
paragraph of his paper he indicates that 
despite the formation of various com- 
mittees for the organization of the fight 
against rabies, statistics in the United 
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States, particularly in the states of 
Illinois and Alabama, do not show that 
the number of cases has decreased. Com- 
menting upon the plans of the WHO 
Expert Committee on Rabies to organ- 
ize clinical trials in Palestine and Egypt 
for the eradication of rabies, he pointedly 
asks: 

“Why not choose the two states 
(Illinois and Alabama) for such a pro- 
gram, rather than Palestine and Egypt. 
Charity begins at home.” 

All we can say is “Amen!” 
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PIDEMIC diarrhea of the newly 

born is a particularly formidable 
disease, since it frequently carries a high 
mortality rate. Although a considerable 
amount of research has been carried out 
regarding the etiology of this malady 
and diarrheal disease of older infants, 
much remains to be learned. 

It has been established that infantile 
diarrhea is not due to a single causative 
agent. Outbreaks of this disease may 
be caused by recognized pathogenic 
enteric bacilli, such as Salmonellas, as 
well as by potentially pathogenic species, 
such as Pseudomonas aeruginosa (B. 
pyocyaneus). Furthermore, Streptococ- 
cus fecalis has been incriminated by 
Gale ' and a virus by Light and Hodes.” 
In certain outbreaks none of these 
microérganisms can be found, so that it 
appears likely other etiological agents 
may be involved. 

In 1927, Adam described coliform 
bacilli which he considered to be related 
to diarrheal disease and which he re- 
ferred to as “Dyspepsie-koli.” His ob- 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., No- 
vember 2, 1951. 

t Aided in part by grants of the National Micro- 
biological Institute (U. S. Public Health Service); 
Lederle Laboratories Division, American Cyanamid 
Company; and Burroughs Wellcome and Co. 


servations were extended by Gold- 
schmidt.* The problem as to whether 
or not Escherichia coli, which is 
normally present in the intestinal tract 
of all mammals, may be responsible for 
diarrheal disease of infants has been in- 
tensively investigated recently by Bray,® 
Bray and Beavan,® Giles and Sangster,” 
Giles, Sangster, and Smith,’ Smith,® 
Tayior, Powell, and Wright,?° Beeuwkes, 
Hodenpijl, and ten Seldam,"! Kauffmann 
and Dupont,” Braun, }* as well as by 
Neter and Shumway.'* Of the more 
than 100 different serological types of 
E. coli, two have been found associated 
with infantile diarrhea: one of these has 
been referred to as Bacterium neapoli- 
tanum, alpha type, D433, and as type 
0111; the other has been described as 
beta type and type 055. The fact that 
either of these microérganisms was re- 
covered in certain outbreaks from a large 
number of infants suffering from infec- 
tive gastroenteritis but only rately from 
other infants, children, and adults, sug- 
gests the possibility of their etiological 
significance. Proof to this effect, how- 
ever, awaits the fulfillment of the fourth 
postulate of Koch that the isolated 
microdrganism should reproduce the 
same disease in a suitable host. 

This report summarizes our observa- 
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tions on the etiology, epidemiology, and 
antibiotic treatment of infantile diarrhea 
associated with the presence of certain 
serotypes of E. coli. Such a presentation 
seems to be timely, since, as late as 
1950, in an excellent review on epidemic 
diarrhea of the new-born by Gordon and 
Rubenstein '° the possible relationship 
of these types of E. coli to this malady 
is not even mentioned. 

E. coli (0111 and 055) as Etiological 
Agents of Infantile Diarrhea: The ques- 
tion as to whether these epidemiologi- 
cally suspected types of £. coli are 
indeed the cause of diarrheal disease 
could be answered readily if it were 
possible to reproduce the malady in 
experimental animals. This, however, 
has not yet been accomplished. Giles 
and Sangster* have administered E. coli 
0111 by mouth and per rectum to new- 
born mice and kittens without producing 
any effects. It is therefore necessary to 
elucidate this problem on the basis of 
clinical-bacteriological observations. Re- 
cently, two of us (Neter and Shum- 
way '*) reported that the ingestion with 
the formula of approximately 100 mil- 
lion viable organisms of E. coli serotype 
0111 (D433) by a two month old infant 
with multiple congenital defects, includ- 
ing the brain, who did not previously 
harbor this microérganism in the feces 
or respiratory tract, resulted within 24 
hours in diarrhea and weight loss of 7 
ounces. On the following day, serotype 
D433 was demonstrated in small num- 
bers in the throat and in large numbers 
in the feces, but not in the nasopharynx. 
Two days later this organism was 
present in very large numbers in the 
nasopharynx, throat, and feces. Inges- 
tion of a different type of E. coli 
recovered from the feces of this infant 
prior to its contact with serotype D433 
did not cause diarrhea or weight loss. 

We had the unusual opportunity to 
be able to follow bacteriologically and 
clinically three infants with diarrheal 
disease and vomiting who did not harbor 


either of these serotypes of E. coli (0111 
and 055) preceding their illness. The 
first of these infants was a three week 
old baby. No coliform bacilli were 
present in the nasopharynx or throat 
prior to the diarrheal attack; E. coli 
present in the feces at that time was of 
serological type or of types other than 
0111 or O55. During the diarrheal 
episode, which was associated with 
weight loss, EZ. coli 0111 was present in 
large numbers in the nasopharynx, 
throat, and feces. No other enteric 
pathogens were present and. there was 
no evidence of exposure to any other 
intestinal incitant. The second infant, 
suffering from diarrheal disease and 
vomiting associated with weight loss, 
harbored E. coli 055 in the throat and 
feces at the time of this illness. Prior 
to this episode, however, this micro- 
organism was not present in the throat, 
nasopharynx, or feces. Again, there was 
no exposure to other enteric pathogens. 
The third infant developed diarrhea 
associated with the presence of E. coli 
O55 in the throat and feces. For two 
days prior to this episode of diarrheal 
disease, coliform bacilli were absent from 
the throat, and £. coli present in the 
feces was of serological types other than 
055 and 0111. 

These observations give further evi- 
dence of the potential pathogenicity of 
these serotypes of E. coli for infants as 
cause of diarrheal disease with or with- 
out vomiting. Whether the diarrheal 
disease is the result of actual infection 
(invasion of thé tissues) or is due to 
toxins released by these microdrganisms 
remains to be elucidated. It must be 
emphasized, too, that the presence of 
these serotypes of EZ. coli in the aili- 
mentary tract of infants need not be 
associated with clinical manifestations. 
This is evident from the following 
observation. A one week old infant 
harbored £. coli 0111 in large numbers 
in nasopharynx, throat, and feces. There 
was no diarrhea or vomiting. Subse- 
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quently, the child harbored £. coli 055 
in the upper respiratory and intestinal 
tracts without clinical evidence of 
diarrheal disease or vomiting. Payne 
and Cook ?* isolated E. coli 0111 from 
10 out of 15 infants in a home in the 
absence of infantile diarrhea and vomit- 
ing. Whether some infants are resistant 
to these serotypes of E. coli due to pas- 
sive immunity or other mechanisms is 
unknown; this problem is being investi- 
gated by the authors. 

The evidence on hand at the present 
time indicates that these serotypes of 
E. coli are associated with epidemic and 
sporadic diarrheal disease of infants and 
are encountered far less commonly in 
gastroenteritis of older children and 
adults. Such a relationship between 
degree of pathogenicity and age of the 
host is not without parallel. For ex- 
ample, the Coxsackie virus can be 
readily propagated in the suckling mouse 
and is not pathogenic for the older 
animal. Mention should be made of the 
facts that Stevenson *’ isolated E. coli 
0111 from adults suffering from diarrhea 
and that feeding of this serotype to adult 
volunteers resulted in diarrhea, as re- 
ported by Kirby and associates.'® 

The question naturally arises, whether 
these two serotypes of EZ. coli are re- 
sponsible for infections’ in other parts 
of the body, such as peritonitis, menin- 
gitis, pyelitis, and others. Giles, Sang- 
ster, and Smith,’ isolated coli 0111 
from the liver and spleen of 10 fatal 
cases of infectious gastroenteritis; in 
two, the organism was recovered from 
the middle ear and in one case from the 
meninges at the post-mortem examina- 
tion. It is clear, then, that this type of 
E. coli may invade, although it does 
so only rarely, organs other than the 
gastrointestinal tract. In this connec- 
tion it is interesting to note that one 
of our patients, harboring EZ. coli 0111 
in large numbers in the intestinal tract, 
developed fatal EZ. coli meningitis; the 
strain of E. coli present in the meninges 
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was not of the 0111 type. Obviously, 
the patient’s own E. coli must have been 
the infecting organism, and not the 
strain 0111, which was superimposed on 
his gastrointestinal flora and was re- 
sponsible for the diarrheal disease. 

The serological types 0111 and 055 
usually are not involved in £. coli in- 
fections other than gastroenteritis and 
do not make up the normal E£. coli flora. 
Among 721 cases (infants, children, and 
adults) Giles, Sangster, and Smith § 
isolated Z. coli 0111 in only 1.8 per cent 
of the cases; E. coli 055 was found in 
only 3 out of 53 healthy infants and 1 
out of 74 adults. Likewise, EZ. coli 0111 
was isolated in only 4.2 per cent of 169 
children up to the age of 18 months 
and in 1.8 per cent of 266 individuals 
older than 18 months. To date we have 
examined 608 consecutive strains of E. 
coli isolated from a variety of sources, 
with the exception of patients having 
infantile diarrhea. All proved to be of 
types other than 055 and 0111. The 
source of these strains is given in Table 
1 as follows: 


TABLE 1 


E. coli Serotypes Other Than 055 and 0111 


No. of 

Source Strains 
Feces 316 
Throat 138 
Urine 62 
Nose 37 
Peritoneal 17 
Vaginal 12 
Middle ear 8 
Abscess 5 
Umbilical 3 
Skin 3 
Spinal fluid 3 
Blood 3 
Sputum 1 
Total 608 


Epidemiological Aspects: The reason 
why certain microérganisms produce in- 
fection in epidemic form and other 
organisms do not do so is largely un- 
known. It is clear, however, that the 
same etiological agent can be responsible 
for larger outbreaks only if it is intro- 
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duced into a group of susceptible hosts, 
often referred to as a herd. It is im- 
portant to realize that any sporadic case 
may become the nucleus for an epidemic 
under suitable circumstances. On the 
basis of the data available, including 
hospital cross-infections, it is evident 
that infants suffering from diarrheal 
disease associated with the presence of 
E. coli serotypes 0111 or 055 should be 
isolated. The scope of the problem of 
cross-infection in hospitals is tragically 
illustrated by the fact that in the series 
of infants observed by Giles, Sangster, 
and Smith,’ 122 out of 207 cases (58.9 
per cent) acquired the infection at the 
hospital and that in one ward 66 per 
cent of cases became infected clinically. 
It is also clear that since infectious 
gastroenteritis of the newly born and 
small infant is not a mono-etiological 
disease, the concept of a “diarrhea ward” 
is not sound, unless cross-infections can 
be prevented or only patients harboring 
a single and identical causative agent are 
admitted. An infant harboring Sal- 
monellas may become the source of in- 
fection of another patient infected with 
E. coli, and even a child harboring E. 
coli 0111 may infect another one suffer- 
ing from gastroenteritis associated with 
the presence of E. coli 055. Careful 
bacteriological examinations are indi- 
cated, not only during epidemic out- 
breaks but also in sporadic cases. 

Until recently the transmission of 
diarrheal disease was considered as 
largely associated with direct or indirect 
contact with feces. Recent studies from 
this laboratory, however, indicate that in 
infants and children certain enteric 
pathogens (Salmonelleae, Shigellae) are 
present in the upper respiratory tract 
and may conceivably be spread by these 
patients like an air-borne infection 
(Neter '®). EZ. coli 0111 and 055 have 
been demonstrated in the nasopharynx 
by Taylor, Powell, and Wright ?° and 
others. To date we have found the two 
serotypes of EZ. coli under consideration 


in the upper respiratory tract in 11 out 
of 14 cases. It has been shown con- 
clusively that these organisms increase 
in number in the throat and nasopharynx 
or both following their first appearance. 
In the absence of vomiting in some of 
these infants, this represents actual 
multiplication of Z. coli on the mucous 
membrane of the upper respiratory 
tract. Studies are in progress to deter- 
mine whether, and to what extent, these 
organisms can be demonstrated to be 
in the air, and thus capable of being 
spread like an air-borne disease. 

Antibiotic Therapy: In view of the 
fact that as recently as 1947 Giles, 
Sangster, and Smith * have encountered 
a mortality rate of 50.6 per cent in 207 
infants suffering from epidemic gastro- 
enteritis associated with the presence of 
E. coli serotype 0111, it is important to 
evaluate the broad spectrum antibiotics 
in this condition. Neter and Shum- 
way '* have reported that their strains 
of E. coli 0111 and 055, including 
several strains isolated in England, 
were highly susceptible im vitro to 10 
pg. per ml. of aureomycin, chloromy- 
cetin, terramycin, and polymyxin B. 
Only one strain was inhibited by strepto- 
mycin in like concentration. Penicillin 
(500 u.) and bacitracin (100 u.) were 
ineffective. Sulfadiazine in concentra- 
tion of 12.5 mg. per ml. prevented the 
growth of only two out of nine strains. 
These investigations have since been 
extended, and the results on the in vitro 
susceptibility of EZ. coli types 0111 and 
055 to varios antibiotics are sum- 
marized in Table 2. 

These data clearly indicate the po- 
tential usefulness of the broad spectrum 
antibiotics and polymyxin B. Thus far 
we have treated 9 patients suffering 
from diarrheal disease associated with 
the presence of either EZ. coli 055 or 0111 
with aureomycin, terramycin, or chloro- 
mycetin. Five patients received aureo- 
mycin by mouth in amounts of 50 to 70 
mg. per kg. per 24 hr. This treatment 
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TABLE 2 
In vitro Sensitivity of E. coli (0111 and 055) to Various Antibiotics 
E. coli Penicillin Streptomycin Aureomycin Chloromycetin Terramycin Bacitracin 
1 uw. 10 u. 1 peg. 10 wg. 60 ug. 10mg. 60 mg. 10 wg. 60 wg. 10 u. 
Type O111: 
1 0 0 0 0 2 3 4 3 3 0 
2 0 1 0 2 1 2 3 1 2 0 
3 0 0 0 3 2 3 4 2 3 0 
4 0 0 0 0 1 3 a 2 3 0 
5 0 0 0 0 2 3 a 1 3 0 
6 0 0 0 0 1 3 a 1 3 0 
7 0 0 0 0 2 3 4 1 3 0 
8 0 0 0 0 2 3 a 2 3 0 
9 0 0 0 0 2 3 4 2 3 0 
10 0 1 1 3 2 3 a 2 3 0 
11 0 1 1 3 2 3 4 2 3 0 
12 0 0 0 3 2 2 : 3 3 0 
Type 055 
1 0 1 3 2 3 a 2 3 0 
2 0 2 2 2 a 2 3 0 


0 = Not sensitive 
1 = Slightly sensitive (zone up to 12 mm.) 
2 = Moderately sensitive (zone from 13 to 16 mm.) 


resulted in the eradication of the organ- 
ism within 4 days. Two patients 
received terramycin in amounts of 65 to 
70 mg. per kg. per 24 hr. with identical 
results. Two patients were treated with 
chloromycetin intramuscularly; one pa- 
tient received 35 mg. per kg. per 24 hr. 
and the organism, which was present in 
large numbers in the throat and feces, 
disappeared within 3 days. The other 
patient was treated with the injectable 
chloromycetin in amounts of 150 mg. 
per kg. per 24 hr. for 7 days. E. coli 
present in throat, nasopharynx, and 
feces was suppressed but not eradicated. 
In all cases the diarrheal disease prior 
to treatment was not severe. Clinical 
improvement followed treatment with 
these antibiotics within 24 to 72 hours. 
Favorable results have been reported 
also by Rogers, Koegler, and Gerrard 7° 
with chloromycetin, and by Magnusson, 
Laurell, e¢ al.,2 with aureomycin. In 
this connection, reference may be made 
to the observation of Smellie,2? who 
found chloromycetin strikingly effective 
in infantile gastroenteritis. It must be 
stressed, however, that the etiologic 
agent in this series was not identified. 
Further studies on the efficacy of these 
antibiotics are definitely needed. The 


3 = Sensitive (zone from 17 to 25 mm.) 
4 = Highly sensitive (zone greater than 26 mm.) 


optimal dosage schedule of these anti- 
biotics in this condition remains to be 
established. It is still a moot question 
whether the eradication of the organism 
following the use of such antibiotics is 
a permanent one. It also remains to be 
investigated whether parenteral is as 
effective as oral administration. Aureo- 
mycin and terramycin can be injected 
intravenously. A preparation of chloro- 
mycetin * is being investigated at the 
present time which may be given either 
intravenously or intramuscularly. At 
Children’s Hospital, together with Dr. 
Robert S. McCurdy, we have thus far 
treated 40 patients, with a variety of 
diseases, intramuscularly with chloro- 
mycetin in amounts of 10 mg. per kg. 
per 24 hr. to 150 mg. per kg. 24 hr. 
Clinical improvement was noted in 19 
patients. Side reactions were not en- 
countered in 39 cases; local redness and 
infiltration was present in a one day old 
infant at the sites of the injections. This 
preparation promises to be of real value 
whenever chloromycetin is indicated and 
the drug cannot be administered by the 
oral route. 


*This preparation was generously supplied by 
Parke-Davis and Co., through the kindness of E. A. 
Sharp, M.D. 
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It is clear from the data recorded in 
the literature and from the observations 
presented here that £. coli 055 and 0111 
are Closely associated with and probably 
responsible for epidemic and sporadic 
diarrheal disease of the newly born and 
infant; and that the broad spectrum 
antibiotics (aureomycin, chloromycetin, 
and terramycin) offer to be of real value, 
particularly when one considers that 
epidemic gastroenteritis may be asso- 
ciated with a fatality rate of 50 per 
cent. So long as a specific agent effective 
against the virus or viruses of epidemic 
diarrhea is not available and infection 
with bacteria, pathogenic or potentially 
pathogenic, such as EZ. coli 055 and 0111, 
is not ruled out, the practitioner may be 
well advised to treat severe cases of 
infectious gastroenteritis and patients 
involved in or exposed to an epidemic 
outbreak of this malady with one of the 
three broad spectrum antibiotics. 


SUMMARY 

1. Two serotypes of Escherichia coli (0111 
and 055) have been recovered from the feces, 
nasopharynx, and throat of sporadic cases of 
infantile diarrhea. 

2. Epidemiological, clinical, and bacterio- 
logical data presented here show that contact 
with and multiplication of these types of 
E. coli may be followed by an attack of 
diarrhea, indicating that these organisms may 
be considered as cause of this disease. 

3. Infants may be carriers of these types 
of E. coli without history or evidence of 
diarrheal disease. 

4. These types of EZ. coli have been recovered 
from the upper respiratory tract in 11 out of 
14 cases, indicating that the organism may be 
spread to other susceptible individuals like an 
air-borne infection. 

5. All strains of these serotypes of E. coli 
tested were susceptible in vitro to the broad 
spectrum antibiotics chloromycetin, aureo- 
mycin, and terramycin, distinctly less so to 
streptomycin, and were essentially resistant to 
penicillin and bacitracin. 

6. Clinical use of aureomycin, chloromycetin, 
and terramycin partially suppressed or 
eliminated these serotypes of E. coli present 
in the intestinal and upper respiratory tracts. 
Concomitantly, there was clinical improve- 


ment. 
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7. The evidence on hand indicates that these 
serotypes of E. coli may be closely associated 
with epidemic and sporadic diarrheal disease 
of infants and that the newer antibiotics are 
effective bacteriologically and clinically and 
may prove to be of real value in the manage- 
ment and control of epidemics which other- 
wise may be associated with a fatality rate of 
over 50 per cent. 
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Pennsylvania Plans Next Step 


At the recent meeting of the Penn- 
sylvania Public Health Association in 
Pittsburgh, Russell E. Teague, Secretary 
of Health, outlined some of the first 
projects to be undertaken in reorganiz- 
ing the state’s public health administra- 
tion, as provided for under the new 
public health legislation. Among the 
projects he outlined are: 


1. Establishment of a demonstration or 
“pilot” local health unit in Western Pennsyl- 
vania for use as a center for training profes- 
sional and technical personnel for public health 
work. Similar pilot health units are planned 
for the east, northeast, northwest and central 
sections of the state. 

2. For greater efficiency of operation, the 


16 bureaus and divisions of the state depart- 
ment of health placed in four major sections, 
each under the supervision of an assistant 
secretary of health. 

3. Inauguration of a training program for 
personnel in the state health department and 
for others to be recruited for local county 
or multicounty health departments. 


District conferences of the Pennsyl- 
vania Tuberculosis Association, as well 
as county associations in various parts 
of the state, have held sessions devoted 
to the citizen’s share in the new plan- 
ning, stressing the fact that “public 
health is a codperative effort of citizen 
and official agencies.” 


Vol. 41 


The Role of the School of Public 
Health in Meeting the 
Man Power Crisis* 


HENRY F. VAUGHAN, Dkr.P.H., F.A.P.H.A. 
Dean, School of Public Health, University of Michigan, Ann Arbor, Mich. 


E school of public health is a unit 
in a college or university established 
to serve the needs of higher education. 
The primary purpose of such a school 
is to be of service to those who plan a 
career in the field of public health 
practice and to add to the professional 
background of the candidate, an aca- 
demic qualification which can be har- 
monized with and blended into an 
experiential qualification deemed essen- 
tial for those who are to serve as mem- 
bers of the public health team. We are 
not here concerned with the administra- 
tive setting of the school of public 
health. It may be an independent unit 
in the university organization co-equal 
with engineering, law, and medicine, or 
it may be a department of some pro- 
fessional school or college. In each in- 
stance the purpose remains the same, 
although admittedly there are distinct 
advantages in giving the public health 
unit its independent status and prestige 
similar to that recommended and en- 
dorsed by this Association for state and 
federal health departments. 

While the program of study in the 
school may be attuned to the needs of 
the official health agency at local, state, 
national, and international levels, it is 
understood that there is an equal obli- 
gation to train personnel who will serve 


* Presented before the Engineering Section of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., Oc- 
tober 31, 1951. 


with the voluntary health agencies and 
with. industry. The basic principles 
involved in the three types of service 
are identical. Indeed it would be un- 
fortunate to prepare individuals to serve 
in isolated compartments with no 
thought of interchange between the 
official, voluntary, and industrial health 
services. 

For the most part students come to 
the public health schools possessed of 
varying professional disciplines. Just 
as in the public health team working 
with the official health agency, there are 
physicians, dentists, engineers, men of 
sanitary science, health educators, pub- 
lic health nurses, statisticians, econo- 
mists, laboratorians, hospital adminis- 
trators, and others. The school of public 
health normally plays no part in the 
basic professional training of the student 
who enters public health at graduate 
level. There are, of course, some ex- 
ceptions to this statement in that several 
of the schools of public health provide 
courses in preventive medicine for 
medical schools, in preventive dentistry 
for dental schools, and even teach in 
schools of engineering and schools of 
education. Nevertheless the fact re- 
mains that potentially the class in the 
public health graduate school embraces 
the total vista of personnel employed by 
the health agency. This not only pre- 
sents a complication in teaching with 
the need of attuning class, laboratory, 
and field exercises to the professional 
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backgrounds of the students, but has a 
distinct bearing upon the problem of 
meeting the man power demands of the 
consuming health agencies. 

It should be emphasized that the main 
purpose of the school of public health is 
to train the types of personnel now re- 
quired and to be required by the health 
agencies. This naturally is not a simple 
matter as public health practice is in 
an ever-changing status. The health 
program has not jelled nor have we a 
clearly defined objective with which we 
can discern the needs of the future. 
Some would embrace in the charter of 
the health department all the responsi- 
bilities of government as they relate to 
both individual and community health, 
even including programs in medical care 
designed primarily for the individual. 
Others would limit the public health 
program to those activities which em- 
brace exclusively community health 
without reference to the individual and 
to the family. It is our judgment that 
it is increasingly difficult to divorce per- 
sonal health from community welfare. 
And the school of public health must 
prepare its personnel to undertake 
knowingly any of the public health re- 
sponsibilities of the future which may be 
imposed upon the health agencies, this 
irrespective of whether the health 
director and his department are to be 
charged with the administrative re- 
sponsibility of operating a particular 
program. 

The situation is not unlike one 
familiar to all of us in the field of public 
health engineering. The health depart- 
ment undoubtedly is responsible for the 
quality, purity, and wholesomeness of 
the public water supply, but no one 
would suggest that the department 
engage in the business of pumping water 
and distributing it to the householder. 
There are many other illustrations that 
could be offered in the field of sanita- 
tion. It makes little difference who ex- 
amines the building plans to determine 
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adequacy of housing facilities in so long 
as standards for health conservation are 
reasonably applied. The health officer 
and the engineer have an advisory and 
directing responsibility which cannot be 
overlooked, irrespective of whether the 
routine examinations and inspections 
are made by the health department or 
by a building department. And so at 
the schools of public health we must pro- 
vide for a comprehensive understanding 
of all features of a public health char- 
acter whether they affect the individual 
or are applicable only to the community 
as a whole. The decision as to who will 
administer the program will usually re- 
main with the legislative bodies whose 
action in turn reflects public opinion. If 
the health director of the future is to be 
charged with the administration of a 
medical care program, it would indeed 
be unfortunate for us to graduate a 
physician in public health without some 
knowledge of public health economics, 
hospital insurance, Blue Cross and 
Blue Shield programs, etc. Even though 
he may not be shouldered with this re- 
sponsibility, he should have a discerning 
insight into the problems of medical care 
so that he may work with others who 
are charged with administrative direc- 
tion. 

In the use of the Evaluation Schedule 
as a means of determining the complete- 
ness of community health services, we 
have witnessed the impossibility of 
measuring health activities with the 
exactitude of a yardstick. Public health 
services were first developed in the 
United States during periods of emer- 
gency when our forefathers were 
harassed by the approach and devastat- 
ing effect of exotic diseases, such as 
typhus, yellow fever, and smallpox. 
During these decimating epidemics the 
layman was quite willing that the 
physician and his medical society should 
shoulder the responsibility of stemming 
the spread of disease. In some states 
the medical society was decreed the 


Vol. 41 


state board of health. A hundred or 
more years ago there were two pro- 
cedures normally indulged in by the 
laity: (1) flight, and (2) prayer. There 
is no evidence that the latter was effec- 
tive; the former served if undertaken 
at an early date, but not infrequently 
resulted in the spread of contagion to 
distant parts of the country. For those 
who looked at disease prevention in a 
more realistic manner, resource was had 
to the physician, qualified in the art of 
differential diagnosis and treatment, and 
regarded as the high priest of health. 
And so at an early date the physician 
became the directing head of our health 
department. 

Today, with the suppression and dis- 
appearance of the communicable dis- 
eases, the need for differential diagnosis 
is greatly minimized, and where needed 
such expertness can be secured from the 
well trained pediatrician. The emergency 
health service has been superseded by 
a program bound together by the thread 
of health education which permeates all 
activities. Budgets, personnel manage- 
ment, recruitment, merit systems, and 
understanding of the social needs of the 
community, the control of the chronic 
diseases and gerontology have replaced 
the exotic diseases. Many of the old 
problems remain to challenge the health 
administrator of today and there are 
other problems which possess changing 
facets. There is an _ ever-maturing 
interest on the part of the public in 
stream pollution which indeed was one 
of the early problems for the engineer. 
Also there has been a new look at pro- 
grams of general sanitation and prob- 
lems of food service, with more and more 
emphasis upon health education and on 
outstanding coéperation of the people 
whom we are trying to serve. 

And now we have the atom as a 
health problem—in peace and in war, 
and bacteria in war as in peace. And so 
we recognize old problems which are 
dressed in new attire and which provide 
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new vistas for the healthman. To these 
changing situations the faculties in pub- 
lic health must ever respond in order to 
meet these varying needs. The school 
of public health must embrace in its 
program (1) additional training for pro- 
fessional people who possess the diversi- 
fied backgrounds essential to the com- 
pleteness of the public health team, (2) 
the development of a new type of per- 
sonnel to meet the needs of general 
service in the several professional groups, 
(3) train a few specialists, and (4) pro- 
vide continued education for those who 
are already employed in the health serv- 
ices. 

The Master’s Degree in Public Health 
represents a badge of respectability for 
the career man or woman in public 
health. It is not intended that this 
degree should represent a specialist in 
some minute area of health service, but 
rather should designate one who is 
qualified to collate the several recog- 
nized essentials * of the health program 
as described by our Committee on 
Administrative Practice and still give 
emphasis in some particular field, as for 
example public health engineering. 
One academic year in a school of public 
health can provide the basic training 
in statistics, public health administra- 
tion, epidemiology, sanitation and labo- 
ratory techniques, and enable the candi- 
date through electives to emphasize the 
areas of special interest. It would re- 
quire, however, more than a single year 
to qualify as a specialist. The keynote 
of the academic year is to train the 
several health professions to work to- 
gether as a team to serve community 
health needs. Increasingly the trend is 
toward a democratic team in which each 
profession has a voice in developing a 
public health program. All good teams 
need a captain and the custom continues 


* Public health statistics, environmental health, 
health education, communicable disease control, ma- 
ternal and child health, adult health, and laboratory 
service. 
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of usually electing the medical officer to 
this important position. And thus we 
encourage the appointment of medical 
officers of health. 

Since the days of Sedgwick and his 
coworkers at M. I. T., attention has 
periodically been directed toward the 
training of a new group of public health 
people to participate in the sanitation 
services and even in the administrative 
services without the benefit of a medical 
degree. Such suggestions have con- 
sidered the ever-changing trends and 
emphases in the public health program. 
They would concentrate the training 
program more directly upon the admin- 
istrative problems which currently con- 
front the health director without need- 
less training in personal medicine which 
has only indirect application to com- 
munity health. Some of the schools 
of public health are developing under- 
graduate programs to provide first line 
personnel in the fields of sanitation, non- 
medical administration, health educa- 
tion, laboratory service, and public 
health statistics. 

As already suggested, there will 
always be the need of a few specialists 
in the several categories of the public 
health services. Finally we must real- 
istically understand that one’s education 
is not complete on Commencement Day. 
There is need for sharpening the facili- 
ties with which those already employed 
in the health field may be kept alerted 
and attuned to the ever-changing vistas 
in health activities. Civil defense, 
chronic disease, the new approach to 
sanitation are but examples of current 
needs in this area. 

There are several principles which 
should be kept in mind if the school of 
public health is to assist realistically in 
coping with man power needs. In the 
first place there must be a diagnosis of 
the problem which we are trying to 
solve. Only by possessing factual in- 
formation, both quantitative and quali- 
tative, can we discerningly design our 
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teaching and recruitment programs to 
meet the demands of the public health 
services. In expressing these numerical 
needs the schools of public health can 
assist health departments, but the latter 
in the final analysis must define their 
own problems. The American Public 
Health Association through its Commit- 
tee on Local Health Units has given us 
goals which in a general way serve our 
purpose. The Committee numerically 
delineated the needs for physicians, en- 
gineers and sanitarians, public health 
nurses, and other personnel in relation 
to population. Our Committee on Pro- 
fessional Education has expressed our 
views with regard to qualifications of 
public health personnel. 

In addition, there is need of continu- 
ous evaluation of the results which we 
are obtaining from our educational pro- 
grams and reconciliation of the teaching 
program to the current needs in the 
field. Here one cannot be satisfied with 
the status quo but must ever remold 
his curriculum to meet changing situa- 
tions. Only in this manner can trained 
personnel be matched to the needs as 
expressed by the health agencies. 

Another important principle which 
needs our serious attention is that to 
make maximum use of the ever-shrink- 
ing available personnel, there must be 
a careful redesign of the work obliga- 
tions imposed upon such personnel. For 
example, the physician, who unfortu- 
nately is fast disappearing from the 
public health arena, probably for eco- 
nomic reasons, should be shouldered with 
those obligations for which he is best 
trained and qualified. Most physicians 
abhor the details of an administrative 
job, including budget preparation, per- 
sonnel management, health education, 
and the like. The physician’s time 
should be conserved so that he may 
perform in the area of medical service 
and should do those things for which 
his long years of preparation have 
prepared him. He should be unshackled 
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from many of the administrative de- 
tails which can be more economically 
and effectively carried on by the non- 
medical administrator steeped in the 
basic philosophy of health education, 
public administration, and the social 
sciences. So that we will not be mis- 
understood, we are not suggesting the 
elimination of the medical officer of 
health; rather are we suggesting a re- 
design of his work schedule and a reap- 
portionment of his hours of service, 
leaving him free to do clinical, diag- 
nostic and professional work and bring 
to bear under his direction the technical 
services of the nonmedical administra- 
tor. This may mean larger health areas 
and a combination of several counties 
into an area much larger than that 
recommended by the A.P.H.A. There 
are good administrators irrespective of 
their professional background. Some 
are found among the physicians, among 
the dentists, or among the engineers. 
And wherever the latent talent is avail- 
able, it should be used so as to add to 
the efficiency and completeness of the 
public health program. 

Recruitment is only in part a respon- 
sibility of the school of public health. 
The problem should be shared with the 
employing agencies. An important prin- 
ciple which must be considered in any 
recruitment program is an endeavor to 
blend the professional training and apti- 
tude of the candidate into the work 
which is designed for him as a member 
of the public health team. The physi- 
cian should be conserved for medical 
work; the engineer for engineering ac- 
tivities. This would make a_ public 
health career more tasty and attractive 
to the prospective student. The com- 
munity health program is _ heavily 
weighted with medical problems, with 
problems of environmental health, of 
health education, of public health nurs- 
ing, and our professional personnel must 
be matched so that the capacity of each 
profession will complement the needs of 
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actual practice. As our programs en- 
large and become more specialized, new 
technicians must be introduced into the 
field in the form of hospital administra- 
tors, nonmedical administrators, busi- 
ness managers, specialists in health edu- 
cation, and the like. In such an under- 
taking the school of public health can 
only share to the extent of its ability and 
initiative. The American Public Health 
Association, the state health depart- 
ments, and the federal health services 
can take a commanding lead. We hear 
much of the need for merit systems, for 
adequate retirement allowances, and 
above all we are impressed with the 
urgency of paying good salaries. These 
are all important, especially the salary 
part of it. However, we will never at- 
tract personnel into the public health 
field until we design an appeal based 
upon the professional background of 
those whom we aim to attract. As al- 
ready suggested this may require the 
establishment of larger health areas with 
district offices through which nonmedical 
associates, some of whom are trained 
only as undergraduates, may serve in 
activities for which they are best suited. 

A cardinal principle in any program 
of preparation for public health person- 
nel is to blend the academic and more 
formal classroom and laboratory exer- 
cises into field practice. We are not 
speaking of a period of residency in ap- 
proved areas to be provided after gradu- 
ation, but rather are we concerned with 
a concurrent relationship between the 
academic and field programs. During 
the year that the student is working for 
his master’s degree, an opportunity 
should be afforded to spend not less than 
one week in one of several areas which 
are codérdinated with the basic course 
in public health administration. Too 
frequently the scholastic year passes 
without an opportunity for the student 
to relate his academic work to the actual 
concurrent program in a field situation. 
Thijs field exercise provides a realistic 
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teaching program and gives the student 
a sense of satisfaction in that he is being 
prepared for a definite situation and 
with a comforting feeling of his relation- 
ship to the total public health team and 
to community needs. 

And so in conclusion it may be said 
that if the schools of public health are 
to cooperate in meeting the man power 
crisis, we must first take a new look at 
our problems of public health practice 
and seek a satisfying definition of what 
is meant by public health. Then we 
must reconcile our teaching programs to 
the field needs and match these with 
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the professional capacity, background, 
and aptitude of the several professional 
groups who are essential to adequate 
performance of the public health team. 
All of this must be done with an appre- 
ciation of the need of continuous evalua- 
tion and reévaluation of our program. 
Public health has indeed become a social 
science and one cannot discerningly 
describe its limitations or the necessity 
for types of personnel without a com- 
plete understanding of the community 
problems and how best they may be met 
in the effort to improve the health of 
man and his environment. 
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The Most Important Thing 


FREDERIC ANDREWS GIBBS, M.D. 


Professor of Neurology, College of Medicine, 
University of Illinois, Chicago, Jil. 


F at the outset I disclose that I am 

a neurophysiologist and will report 
what I have seen in my life, you may 
wonder how such a tale could be of 
interest. Perhaps I can relieve your 
doubts by explaining that although my 
field is narrow, it is concerned with 
something more exciting than the atomic 
bomb. It is concerned with the source 
of the atomic bomb, the human 
brain. 

Last year, while writing a textbook 
on the electrical activity of the brain, 
I found that I was forced to travel back 
and forth across the whole range of 
things: from the electron, the smallest 
thing we know of, to the human brain, 
the most complicated thing there is. My 
journey started with a consideration of 
electrons and atomic particles; I pro- 
gressed to the chemistry of batteries, and 
from there to single biological cells; then 
on to cells organized into the complex, 
multicellular societies we call plants and 
animals, and finally to the human brain. 
This journey extended from the sub- 
terranean regions of nuclear physics to 
the peaks of biological complexity; from 
the lowest level of material organization 
to a realm which is commonly considered 
immaterial—the region of psychic func- 
tion and religion. 

As I became familiar with the path, I 
began to look around. I realized with 
astonishment that the track I had fol- 
lowed was the spiral of evolution, the 
course the earth has taken and all things 
in it, from the earliest prehistory to the 
present moment. The things I saw 


were strange and wonderful, but they 
lay outside the frame of my immediate 
subject. I found myself writing sen- 
tences and even chapters that were 
inappropriate. They belonged in another 
book. This is that other book. 

We know with reasonable certainty 
that some time in the distant past the 
matter which composes this earth con- 
sisted of unstable atoms and atomic 
particles. With the passage of time, 
these atomic particles combined into 
stable atoms, the atoms combined into 
molecules, the molecules into cells, the 
cells into colonies, and finally into 
multicellular organisms. Each of these 
steps involved an increase in numbers of 
particles in the system and an increase 
in organizational complexity. The num- 
ber of particles in the simplest atom is 
two, in the simplest molecule four, in the 
simplest cell approximately ten thou- 
sand, and in the simplest multicellular 
organism one or more million. Thus our 
world is composed of a hierarchy of 
complexity, in which each successively 
more complex system is built up out of 
units from the system immediately be- 
low it in complexity. At each level of 
organizational complexity the system 
has an excess of organizing power which 
results in a further increase in the 
number of particles in the system and 
in the development of continually more 
complex systems. 

At certain stages new properties arise. 
For example, when the level of biological 
complexity is reached, properties called 
reproduction appear. Much further 
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along in the scale of complexity, nervous 
systems appear which are composed of 
billions of complexly arranged cells and 
of millions of billions of highly organized 
particles; at this level a property ap- 
pears which we call consciousness. With 
still further increases in the organiza- 
tional complexity of the nervous system, 
remotely motivated behavior develops 
which we call free will. 

Understanding, judgment, and wis- 
dom require cerebral superstructures 
that are not present in lower animals. 
These structures develop late in evolu- 
tion and also late in the life of each 
human being. They are feebly repre- 
sented in the higher apes and practically 
absent in dogs. They are anatomically 
designated as the anterior portions of the 
frontal and temporal lobes. In them lie 
mechanisms for totalizing experience. 
They tell the score. When they are 
missing or deranged, the answer to the 
question, “What goes on here?” is in- 
complete, inadequate, or wrong. Proper 
functioning of the anterior portion of 
the temporal lobe is necessary if a man 
is to be a good citizen and a high qual- 
ity human being. Disorders in these 
regions create personality disturbances 
and serious impairment of judgment. 
Unfortunately, the temporal lobes seem 
to have been added as an afterthought. 
They are attached to the brain like 
dormer windows. They are hazardously 
supplied with blood through tenuous ar- 
teries. They are protected by a thin 
skull and crowded against a shelf of 
bone. In adults, they are more com- 
monly injured than any other higher 
centers. In some cases it is better to 
remove surgically a disordered temporal 
lobe than to leave it in place to act as 
an originator of false signals and con- 
fused behavior. 

Increasing complexity does not cease 
with development of the human nervous 
system. Brains interact with brains to 
form societies. Looking at this process 
historically, it will be seen that at first, 
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as always, the system was simple: the 
society consisted of single families; later 
of tribes; then of small nations; more 
recently, of great nations. Now thin 
tentacles of organization join nation to 
nation, and the beginnings of an or- 
ganized world society appear. In spite 
of difficulties, the process will continue. 
Those who doubt will do well to remem- 
ber that transitions to new states of 
organization have never been easy. The 
first land dwellers gasped for breath as 
they tried to get back into the fast 


evaporating water while predicting, 
“This is the end!” 
The drift, or drive, toward ever 


greater complexity of social organization 
does not differ essentially from the gen- 
eral drift or drive that appears in less 
complex systems. Its prime requisite 
is interaction or communication between 
brain and brain. Such communication 
can be as close and as effective as the 
communication between different parts 
of the same brain. Vibrations of light, 
sound, or electricity act as bridges in 
space to join brain to brain and neuron 
to neuron. Formerly, the spoken and 
written word served well to link small 
and simple societies, but now telegraph, 
radio, and television have broken the 
space barrier. A world culture is in the 
process of development, and an organ- 
ized world society will follow. 

One of the most remarkable properties 
of the human brain is its power to devise 
and use tools, but the tool-building 
power of a single brain is relatively 
feeble compared to that of a society. 
Tools, in their essential functions, are 
but extensions of the human body. Re- 
cently, a class of tools have been de- 
veloped which are extensions of the 
human brain itself; they calculate and 
think. With such equipment, man has 
conquered nature. He can now imflict 
his will on nature and alter evolution, 
but there is the rub. What is man’s will? 
It is a product of his brain, a wonderful 
instrument to be sure, but still in many 
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ways defective. Its defects, externalized 
in human behavior and magnified in the 
behavior of societies, are all too appar- 
ent. With this new found power to 
project his will upon the universe, man 
stands today in mortal danger that this 
projection, containing his greatly am- 
plified deficiencies, will recoil and 
destroy him. 

Strong as man is in ingenuity, he is 
pathetically feeble in morality. It may 
sound fantastic to say that morality and 
good or bad social behavior are func- 
tions of the brain. It is sometimes said 
that the physical difference between 
moral and immoral behavior is too small 
to measure. Such a statement disre- 
gards the fact that it is now possible 
to split the atom, and nothing is too 
small to be considered. However, with- 
out delving into subatomic structure, it 
is clear that certain types of brain dis- 
order can render a man hateful, and that 
the correction of such disorder by drugs 
or by removing the disordered brain area 
can make him a wise and good citizen. 
It may sound like a return to phrenol- 
ogy, but the fact is that there are parts 
of the brain which are as much “centers” 
of judgment, emotionality, and morality 
as other parts are “centers” of vision 
and speech. 

Psychology, psychiatry, and sociology 
are important sciences and they have 
taught us much, but they have tried to 
deal with the function of the human 
brain while leaving out of account the 
precise manner in which the human 
brain functions. Because the basic in- 
formation was lacking, they have been 
forced to explain behavior in terms of 
concepts. Such explanation does not 
really explain. At its best, it describes; 
and at its worst, it interprets observed 
phenomena in terms of fantasy. Ex- 
planation requires a transition to a lower 
order of complexity. Until an under- 
standing of brain function underlies 
psychology, psychiatry, and sociology, 
these sciences will necessarily remain 
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superficial, and weak in their powers to 
predict and control. 

A hundred years or so ago it was a 
scientific postulate that an understand- 
ing of brain function was essential to an 
understanding of human behavior. But 
after scientists had made feeble efforts 
with crude techniques to investigate the 
human brain, the attack was largely 
abandoned; psychologists and psycho- 
logical psychiatrists then took off under 
their own power and began to explain 
the “mind” in terms of behavior and to 
attempt to alter and control behavior 
with more behavior. The tactical dis- 
advantage and ultimate futility of this 
approach is now becoming clear. The 
public is still impressed with the 
“wonders” of modern psychology and 
psychological psychiatry, but the sus- 
picion is spreading that both have grown 
too big for their pants. 

If a man is a brain, then what are 
his arms for? To do the brain’s work, 
of course. And his heart? To bring 
food to the brain and carry away its 
waste products. And his eyes? To let 
the brain see. In this view, man is a 
brain with enough accessory organs to 
keep it alive and allow it to be effective 
All complex human behavior is a mani- 
festation of brain activity. Human his- 
tory is a history of the brain activity of 
the human race. Cultures and civiliza- 
tions, art and science and industry are 
but products of the human brain and of 
associated human brains. Yet this ex- 
traordinary mechanism stands in our 
world almost unnoticed, an_ invisible 
mountain. Why can we not see it? 
First, because we are too close to it—it 
is ourselves. Second, because we are 
afraid—afraid to look at it, afraid to see 
the queer things that reveal themselves 
when our eyes turn inward. We know 
that this is where we dwell, where the 
spirit dwells, and we are deeply afraid. 
We are afraid to look at the physical 
basis of psychic functions because we 
fear to diminish our importance. We are 
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like savages who will not look into a mir- 
ror because “it brings death.” 

We have probed the depths of space 
and scrutinized the interior of the atom, 
but we have hardly begun to explore the 
universe that lies between our ears. Men 
are wont to marvel at infinite space and 
at the great stretches of archeological 
time, but the marvel of marvels is the 
human brain. Contemplation of its 
complexity is as ennobling as contempla- 
tion of the heavens. It is the most com- 
plicated thing we know of, and yet it is 
packed into a space smaller than a 
portable typewriter. 

How much does our civilization care 
about the brain? In our museums of 
science and industry, where human 
knowledge and achievements are placed 
on grand display, where transportation 
and communication are given hundreds 
of feet of space, where airplanes hang 
from the ceilings and radar flashes along 
the walls, there is no exhibit on the 
human brain. In our museums of natural 
history, where the forms and habits of 
animals are contrasted and man is given 
his proper lofty place in the evolutionary 
scheme, there is nothing to indicate’ that 
it is man’s brain that makes him dif- 
ferent. The casual visitor is likely to 
come away with the notion that it has 
something to do with distribution of hair 
or the bony configuration of the face. 
Our schools teach little or nothing about 
the brain, and our colleges less. Our 
medical schools give vastly more atten- 
tion to accessory organs. 

The general public is as ignorant 
about the functions of the brain as was 
the cave man. Children shown a picture 
of a man being hit on the head with a 
sledge hammer laugh. They are encour- 
aged to addle their own brains with 
repeated concussions in such sports as 
football and boxing. Boxing commis- 
sioners wonder out loud why pugilists 
die in the ring. Our modern literature 
is full of references to people being re- 
vived by a procedure which is almost 
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pure magic—pouring water on the face. 
Newspaper articles weep over boys and 
girls or men and women who have lost a 
leg or an arm, perhaps both legs and 
both arms, but they say nothing of those 
who are really maimed, those with brain 
injuries. Folk attitudes are vestiges of 
what once were highly informed opin- 
ions. Only three hundred years ago the 
experts were not sure that the brain was 
the organ of the mind. Popular opinion 
about the brain is still clouded by the 
antique theory of humors. The heart for 
many is still the home of the soul. 

If the brain is the most complicated, 
most interesting, and most important 
thing in the world, if it is man’s master 
instrument, it would seem that the study 
of the brain should be the chief concern 
of civilized man. Instead, the average 
man, the educator, the psychologist, the 
psychiatrist, and the average scientist 
act as though the brain did not exist. 
Can this be remedied? Yes, but only 
by raising a generation that realizes the 
importance of the brain. What the 
brain does, how it does it, should be 
shown in textbooks and museum exhi- 
bits: Medical students should be taught 
all that is known about the functional 
anatomy of the brain, and when they 
have learned it, they should not be told 
that they can forget it again because 
mental disease is produced by experi- 
ences and improper reactions to expe- 
riences. We should develop a large-scale 
scientific attack on the brain, recruiting 
the most talented of each generation 
for this purpose. We have done so be- 
fore in other fields; for example, in 
electricity and chemistry. These were 
fostered by profit, but there is profit also 
in brain research. Millions of persons 
in this country have brains which func- 
tion so poorly that human kindness and 
the simplest kind of community self- 
interest require that something be done 
to help them. They are a burden to 
themselves and a source of sorrow to 
their friends and relatives. Even the 
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niggardly provisions that are made for 
them cost the nation billions of dollars 
each year. One out of every ten persons 
in this country spends part of his life 
in a mental hospital. Cannot an “indus- 
try” be founded on such a need—an 
industry as big, perhaps, as the liquor 
or cosmetic industry? 

How will we benefit if this is done? 
A great increase in knowledge of the 
brain and a consequent development of 
applied neurology, or brain engineering, 
would produce more than a reduction in 
the amount of mental disease, for the 
diseases from which patients in mental 
hospitals suffer shade off in minor forms 
into the “normal” population. As we 
discover how to eliminate severe disor- 
ders, we will learn to reduce and elim- 
inate minor disorders. This may allow 
us to rise to new cultural heights; we 
may even be able to develop a new type 
of civilization. Does this sound fantas- 
tic? Not when regarded in the light 
of past experience. Commerce and the 
association of peoples was greatly aided 
by the control of plague and yellow 
fever. An infinitesimal increase in social 
responsibility, a decrease in paranoia, 
and an increase in benevolence would 
modify our whole social structure. 

If a society is looked upon as an 
aggregate of brains and each brain as 
an aggregate of neurons, a society is 
then an aggregate of neuron aggregates. 
It seems reasonable to suppose that the 
study of the mechanisms by which 
coarse, erratic, irrational, and essentially 
purposeless behavior spreads through a 
neuron aggregate has meaning not only 
for the individual brain but also for the 
interconnected brains of a society. The 
elimination of the waves of crude anti- 
social behavior that sweep our society 
from time to time is no less a possibility 
than the elimination from a single nerv- 
ous system of the waves of primitive 
behavior which result in an epileptic 
seizure. This latter possibility is now, 
as a result of brain research, a probabil- 


ity attainable in eight out of ten cases. 

Admittedly, the science of the brain 
and brain engineering is at the present 
time only in its infancy. It is at the 
same stage of development as were elec- 
trical science and engineering in 1892, 
at the time of the Columbian Exposi- 
tion. The first lights have been turned 
on, but if the full possibilities of brain 
engineering are to be realized, our efforts 
must be immensely expanded. If we 
can borrow from our strength to support 
our weakness, from our hypertrophied 
ingenuity and cleverness to support our 
feeble judgment and control; if we can 
find out how to make the human brain 
work more reasonably and smoothly, 
there is hope that we may correct our 
defects and learn to stabilize our explo- 
sive society. 

In this presentation, nothing has been 
said of religion. It might be assumed 
that the general attitude underlying 
these remarks is irreligious. It is not. 
That there is an organizing principle 
will be evident to anyone who looks at 
the course of history and prehistory. If 
no plan is seen, there is at least inescap- 
able evidence of an unfolding. De- 
velopment has proceeded to a point 
where we discern the main outlines of 
the process. It does not consist merely 
of an increase in the size of our present 
level of organization, a spatial extension 
of the status quo. Because we have 
human brains we cannot escape the role 
of conscious actors in the evolutionary 
process. We have the power to make 
world-shaping decisions, and we make 
such decisions even if we decide to do 
nothing. The big question, the question 
for the cosmic jack pot, is this: Are 
our brains good enough to assist in the 
next step of organization? Can we learn 
how to change, or will we hold to the 
status quo though it means either grad- 
ual or sudden extinction? Our power 
to change and to develop higher types 
of organization is at present rudimen- 
tary, but there is a great range of abil- 
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ities in mankind. Let us hope we will 
follow the best. All men are created 
equal, we say; by this we mean, of 
course, that each has the same face 
value, but the real value differs. If we 
can improve the brains of those who are 
deficient in the highest and most desir- 
able human characteristics, if we exert 
ourselves to make all brains the equal 
of what a human brain should be, we 


will change. Whether this will be 
enough none can tell—-we can at least 
try. 


Those gifted with the cerebral equip- 
ment to sense the general shape of a 
master plan—and they are by no means 
all scientists or intellectuals—need little 
help from neurology or brain engineer- 
ing. They are the saving remnant; they 
organize and move forward as though 
by instinct. Those who need help are 
the vast majority with poorly developed 
higher centers that see things, not from 
the godlike point of view of man at his 
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best but from the narrow view of less 
highly endowed creatures. 

What is the universal adhesive force, 
the agglutinator, the organizing princi- 
ple? Primitive people called it God. 
Intellectuals have called it the some- 
thing-not-ourselves that makes for right- 
ness or righteousness. Christ called it 
Love. He personalized and illustrated 
it so dramatically and with such poetic 
force that He made it clear to millions 
who would not otherwise have under- 
stood. 

Religion has grown, as other things 
have grown, by fits and starts, with 
much withering of dead _ branches. 
Religious leaders have erred as scientists 
and all human beings have erred, but 
what is right abides and continues to 
grow. It will grow faster and spread out 
to include a larger portion of the uni- 
verse when man becomes wise in his 
knowledge of God’s master instrument— 
the human brain. 


Illinois Fluoridation Standards 


The Illinois State Health Department 
has developed a set of standards on the 
basis of which it will approve a program 
for the fluoridation of water supplies of 
a community. The standards as sum- 
marized are: 


a. A genuine public desire for this treatment 
b. Responsibility for this treatment under 


stood, both as to possible personal hazards 
to the operators and as to the possible 
toxic effects from overdosing. 

Local water works conditions making pos- 
sible the addition of fluorides with reason- 
able control, maintenance, and operation. 
Engineering plans and specifications for 
fluoridation facilities have been submitted 
to the State Department of Health for 
approval 
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N December, 1950, our hearing pro- 

gram had been in operation for three 
years. From following individual cases, 
we knew that many children had been 
helped. It then seemed advisable to re- 
view the entire experience so as to 
determine what our accomplishments 
had been. 

This paper describes the screening 
process in the schools, referral to the 
clinic, and the method of operation of 
the clinic. There is an account of the 
number of cases seen, the degrees of 
hearing loss, and types and probable 
causes of loss. There follows a descrip- 
tion of successes and failures in getting 
treatment carried out as recommended, 
and a comparison of improvement of 
hearing in some treated and untreated 
cases. 


HISTORY 

Che program was started in February, 
1948, as a joint project of the county 
Departments of Education and Health. 
The stimulus was provided by the 
respective state departments, under 
whose sponsorship similar programs had 
been set up in several other counties. 
The clinic likewise had the endorsement 
of the county and state medical societies. 


PROCEDURE 
Most of the children seen in the clinic 
with probable hearing defects were 


found in the schools by audiometric 
testing.* The Board of Education tech- 
nician devotes full time to vision and 
hearing testing. Theoretically, all chil- 
dren entering the Ist, 3rd, 5th, and 7th 
grades are tested, and retested every two 
years as they progress from Ist to 3rd 
grades, etc. Children in the 8th to 12th 
grades are tested only by request of 
physician, parent, teacher, or nurse + 
(grades: Elementary—lIst to 6th, Junior 
High—7th and 8th, High—9th to 12th). 

The parents receive a letter from the 
technician stating whether their child 
has passed or failed the test. In the 
latter case, the parents are advised to 
have the child examined by their own 
physician or at the clinic. 

The clinics are now held monthly dur- 
ing the school year, in one of three 
health department clinics. They are held 
on a school day, from 10 a.m. to 4 p.m. 
Children and parents are offered trans- 
portation in school buses, when neces- 
sary. If the parent does not attend, she 
must sign a slip permitting examination 
of the child. Parents are urged to attend 
whenever possible. 

Every child is examined by the 


* Screening procedure: Each child is tested indi- 
vidually with a pure tone audiometer. The child's 
hearing is considered abnormal if he has a 'oss greater 
than 15 decibels for any of the tones 25, 512, 1,024 
2,048, 4,096 and 8,192; or a loss greater than 20 
decibels for the half tones 2,896 and 5,7°2 

+ For further discussion, see paragraph No. 2 under 
Findings 
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clinician, a Baltimore ear, nose, and 
throat specialist in private practice, who 
is paid per diem by the State Health 
Department. The examination consists 
of a history, an inspection of the ears, 
nose, and throat in all cases, and a naso- 
pharyngeal visualization when indicated. 
The technician attends the clinic and 
does audiometric retests when necessary. 
Three public health nurses and a health 
department secretary complete the clinic 
staff. 

Radium treatment is given at the 
clinic by the clinician with the assistance 
of the nurses, after a permission slip 
has been signed by the parent. The 
radium is supplied by the State Depart- 
ment of Health. 

For T & A and other treatments, the 
child is usually referred to the family 
doctor. Recommendations for treatment 
are given verbally to parents in at- 
tendance. In addition, the health de- 
partment sends a note to the parents, 
describing the findings in nontechnical 
terms and advising treatment. A tech- 
nical note is sent to the family doctor. 
Follow-up visits to the parents to urge 
carrying out of recommendations are 
made in many cases by the nurses; some 
visits are made to the family doctors. 

Families able to pay are supposed to 
make their own arrangements for treat- 
ment. With this in mind, after the 
initial clinic visit, a note is sent to the 
family physician asking him to state any 
objection to the child’s returning to the 
clinic. In a few cases, the physician has 
stated that the family could well afford 
private care, and the case has not been 
readmitted. 

The health department assumes the 
responsibility of arranging treatment for 
indigent and medically indigent cases. 
These persons may apply for medical 
care under the state program. They 
may then be treated by most physicians 
at office or home, at state expense. 
Indigent persons may apply to the 
County Welfare Department for pay- 
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ment of inpatient hospital bills. The 
department will also certify some medi- 
cally indigent persons. 

The Harford Memorial Hospital ac- 
cepts about three children every week 
for T & A’s, as service cases. Appoint- 
ments are made by nurses, after the 
family has obtained the Welfare certifi- 
cate, or if the family has hospital insur- 
ance. In cases not eligible for Welfare 
help, and without insurance but needing 
assistance, the American Legion has paid 
all or part of the cost. 

After the recommended treatment has 
been accomplished, the child returns to 
the clinic for reéxamination. Most cases 
are not discharged from clinic super- 
vision until normal hearing is found or 
further improvement is deemed impos- 
sible. 

The clinician has usually not reéx- 
amined children who have not been 
treated as recommended. The techni- 
cian in most cases, however, has retested 
elementary school children as they have 
progressed from Ist to 3rd, 3rd to Sth, 
and 5th to 7th grades. 


FINDINGS 

1. Screening tests and clinic admis- 
sions—The school population from 1948 
through 1950 was approximately 10,000. 
Of these, some 7,000 children have been 
tested at least once since 1948. About 
14 per cent, or 1,018, failed the screen- 
ing test and were referred to their family 
physician or to the clinic: 941 of these 
children were admitted to the clinic. 

2. Age distribution and source of re- 
ferral of clinic admissions—Nine hun- 
dred and eighty-nine of the 995 clinic 
cases were school children; 610 were 
age 5 through 11 years; 379 age 12 
through 18 years. Only 4 were preschool 
children, and 2 were adults (Table 1). 

Ninety-four per cent of all the cases 
were referred through school screening. 
Of these, 355 were 12 through 18 years. 
Two hundred and sixty-five of this older 
group were in grades 8 to 12 when first 
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TABLE 1 


Number of Patients Admitted to Clinic, by Age, School Status, and Source of Referral 


No. of 
Rejerred Patients Preschool School Children School 
by Admitted Children ae — —_, Employees 
(5 through (12 through 
(All Ages) (5 years) 11 years) 18 years) (Adult) 
All sources 995 a 610 379 2 
School screening 941 -— 586 355 _ 
Teacher-nurse 
conference 43 21» 22 
Family physician 5 28 2 1 -- 
Parent 3 1 1 1 _ 
Self 2 2 
Unknown 1 1 - — -- 


* One child, age 2 


» One child, age 9, never attended school because of deafness 


tested and should not have been given 
the school test according to the original 
schedule. However, in 1948 and early 
1949, the technician tested many com- 
plete classes in the junior and senior 
high schools. Judging from the number 
of children found with hearing defects, 
this deviation from schedule seems a 
wise one in the first year of a school 
program. 

3. Degree of hearing loss at admission 
—This was determined from binaural 
audiometry, using the standards shown 
in Table 2. Most children were tested 
at the clinic on admission; in the re- 
mainder, the record of prior school 
screening was used. Excluding 15 cases 
in which the audiometry was not re- 


TA 


corded, 980 were distributed as follows: 
normal or very mild loss, 11.2 per cent; 
mild loss, 59 per cent; moderate, 22.2 
per cent; severe and extreme, 7.6 per 
cent. 

The normal reading is theoretically 0 
decibel loss for each of nine tones with 
each ear. The customary margin of 
error allows for readings as normal up 
to 15 decibel loss, particularly when the 
tests are not done in soundproof rooms. 
A child with a reading of 20 decibels or 
more for one tone has a very mild loss, 
but this one tone aberration has been 
considered within the range of error and 
the child has been classed as normal. 

4. Probable causes of hearing loss and 
associated clinical findings (Figure 1). 


BLE 2 


Degree of Hearing Loss of All Patients on Admission to Clinic. Binaural Pure Tone 


Audiometer Readings at Scho 


ol Screening or First Clinic Visit 


Percentage of 980 


Degree of Audiometry, Both Ears Number of Cases with Known 
Loss gums A —, Cases Degree of Loss 
Number of x Decibel 
Tones c Loss, Each 

Abnormal Tone 
All degrees 0-18 0-110 995 100.0 
Normal or very mild 0 or! 20 or more 110 11.2 
Mild 2 or more 20 or more 578 59.0 
Moderate 4 or more 30 or more 218 22.2 
Severe 6 or more 40 or more 47 4.8 
Extreme 8 or more 50 or more 17 2.8 
Unknown Reading not obtained, not re- 


corded, or not satisfactory 
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Figure 1—Major types of hearing loss, and associated clinical findings. Number of patients in 


each group. 


All Patients 


Nerve 


33 


Cc 


8 


Lymphoid Obstruction 


667 


Tonsils and Adenoids 
Infected 


35 


No Significant Abnormality—161 Cases 

Most of these children had normal 
hearing when they were tested at the 
clinic on admission or subsequently. 
Some had a mild loss. Clinical examina- 
tion of the ear, nose, and throat revealed 
no abnormality. 


Conduction Deafness—801 Cases 

Temporary hearing loss due to wax 
and acute upper respiratory infections 
accounted for 89 cases. The remaining 
712 had chronic deafness, associated 
with a history of previous upper respira- 
tory infections in all but 24 having mis- 


* Nasal allergy, deviated septa, foreign bodies, and 
stenosis of external auditory canal. 


cellaneous conditions.* Hyperplastic 
lymphoid nodules (adenoids) in and 
around the orifices of the Eustachian 
tubes, producing partial obstruction of 
the tubes and obstructive deafness, com- 
prised the clinical diagnosis in 667 cases. 
In those with infected tonsils, the 
adenoid obstruction was observed by 
nasopharyngoscopy in 45 per cent and 
inferred in 55 per cent. In those whose 
tonsils and adenoids had been removed 
before examination at the clinic, the 
presence of obstructive residual or re- 
current adenoid tissue was established 
by nasopharyngeal examination in 90 
per cent and inferred in 10 per cent. 
Twenty-four children with chronic otitis 
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media, mastoiditis, and sinusitis had 
sufficient cause for conductive deafness 
without adenoid involvement. 


Nerve Deafness—33 Cases 

There were 28 cases of definite nerve 
deafness, of which 12 also had conduc- 
tive deafness associated with previous 
upper respiratory infections. (Nine of 
these showed lymphoid obstruction: 6 
from infected tonsils and adenoids and 
3 from infected adenoids.) One case 
was due to previous trauma and 2 were 
congenital. In 13 cases of definite nerve 
deafness, the type and cause were not 
determined. Five cases were recorded as 
probable nerve deafness and were not 
further investigated. 

5. Treatment — Recommendations 
made and recommendations carried 
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out—There were 834 children with con- 
duction and nerve deafness; 751, or 91 
per cent, were advised to have some 
treatment. (See Figures 2A and 2B.) 

Seven hundred and eighty-two treat- 
ments were recommended. Our records 
show that 403 treatments were done and 
256 were not done.* We have no in- 
formation about 123 treatments (“‘lost 
cases”) because the children had gradu- 
ated from school or moved from the 
county, or because the information was 
not recorded. 

* Types of treatments: T & A, radium, wax removal, 
medical treatments (for nasal allergy, acute upper 
respiratory infection, chronic otitis media, chronic 
sinusitis, and eczema of ear canal), adenoidectomy, 
rehabilitation (lip reading, hearing-aid and auditory 
training, speech therapy), minor surgery (dental sur- 
gery, foreign-body removal from ear and nose), and 
major surgery (mastoidectomy, plastic operation for 


stenosis of external auditory canal and for septal ob- 
struction) 


Ficure 2A—Number of treatments known to have been done, by type of treatment 


Total 403 


4 


Wax removal 43 
Medical treatments 12 
adenoidectomy 7 
Minor surgery 6 
Rehabilitation 5 


Major surgery 1 


Ficure 2B—Per cent of recommendations known to have been carried out, for each type of 


treatment. 

All types 

Radium 93-9 
Nax removal 87.9 
Minor surgery 66.7 


Medical treatments 54.5 


Adenoidectomy 38.9 
Rehabi litation 38.5 
T&A 36.5 
Major surgery 33.3 


Mi 
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On the basis of the treatments known 
to have been done, at least 51.5 per cent 
of the recommendations were carried 
out. If we assume that in the lost cases 
treatments were done at the same rate 
as among those we know about, we may 
add 51.5 per cent of 123, or 63, to the 
403 known as done. The corrected num- 
ber of treatments done then becomes 
466. This gives us a percentage of 
accomplishment of 59.6. The true per- 
centage of recommendations carried out, 
therefore, lies between 51.5 and 59.6. 

6. Time to accomplish treatment— 
The time interval between recommenda- 
tion and accomplishment of treatment 
was approximately the same for all types 
of treatment. Calculations indicated 
that other treatments were done slightly 
faster than radium, with T & A slowest; 
but the differences were not significant. 
Fifty per cent of all types were accom- 
plished at 5.0 months (the median), and 
75 per cent at 9.7 months (3rd quartile). 
The accomplishments fell off as ex- 
pected, with 56 per cent of treatments 
completed in the first 6 months, 79 per 
cent in the first year, and 97 per cent 
by the end of the second year. 

7. T & A—Recommendations made 
and carried out—(T & A alone, T & A 
and secondary adenoidectomy, T & A 
and radium: for conduction deafness 
and for conduction-nerve deafness )— 
Five hundred and thirty-five children 
had infected tonsils and adenoids and 
were advised to have them removed. One 
hundred and ninety, or 36.5 per cent, 
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were known to have done so, 227 did not 
have them removed, and there is no 
information in 103 cases. 

The degree of hearing loss at time of 
recommendation is shown in Table 3, for 
those who did and did not have the 
operation. Inspection of the table indi- 
cates that those with a greater degree of 
hearing loss were more likely to have 
the operation performed. 


Reasons for Nonaccomplishment 

No attempt has been made to tabulate 
the reasons for nonaccomplishment, and 
in many cases the real reasons are not 
known. However, the following re- 
marks taken from the nurses’ notes may 
be of interest. In cases where the par- 
ents could pay for T & A, reasons given 
were: “The parents were not interested 
(for reasons not expressed) .. . . they 
were afraid of the operation .. . . they 
did not think the hearing loss was im- 
portant . . they thought the child 
would grow out of it....’ Ina few 
cases: “The family physician did not 
think the operation was indicated.” 

One may ask whether these treat- 
ments were not done because the child’s 
hearing improved and therefore the 
parents felt no necessity for treatment. 
Against this possibility is the fact that 
usually hearing loss was brought to the 
attention of the parent by the technician 
and clinic, very few requests for initial 
testing having been made by the par- 
ents. Especially in the milder cases, 
the parents could not themselves judge 


TABLE 3 


Correlation: Degree of Hearing Loss at Time of Recommendation, and Subsequent 
Performance of T& A 


Degree of Hearing Percentage of 
Loss at Time of Cases in Which Number of T & A Number of Number of T& A 
Recommendation T & A Done Recommended T & A Done Not Done 
Extreme 55.5 9 5 ” 
Severe 61.9 21 13 8 
Moderate 48.1 108 52 56 
Mild 44.6 251 112 139 
Normal 

or very mild 21.8 23 5 18 
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whether their child’s hearing had im- 
proved. 

8. Treatment by T & A alone for 
conduction deafness (Figure 3)—In 156 
children who had their tonsils and 
adenoids removed, we have audiometer 
readings before and after treatment. The 
initial reading in some cases was ob- 
tained from the school screening, which 
occurred from 1 to 4 months before the 
first visit to clinic. In most cases, the 
initial reading was obtained at the clinic 
at the time recommendation for treat- 
ment was made. Using the median 
figure (50 per cent of the cases), the 
T & A was done 5.8 months after recom- 
mendation and the final reading was 
obtained at clinic or school 14.7 months 
after treatment. 

A “control” group of 172 children 
who did not have their tonsils and 
adenoids removed is available for com- 
parison. The initial reading was ob- 
tained in the same way. However, these 
children were told not to return to the 
clinic, and the final reading was obtained 
at the school. (Children up to the 7th 
grade were tested routinely. Those in 
the 8th through the 12th grades were 
tested from January to March, 1951, at 
the request of the authors.) The median 
figure for final reading was 25.9 months 
after recommendation. 

The treated and untreated groups 
were roughly comparable in respect to 
sex, color, place of residence and school, 
and socio-economic status. There was 
a higher percentage of younger children 
in the treated group, but this made no 
significant difference in respect to im- 
provement (see age differentials, para- 
graph No. 14). They were practically 
the same as regards initial degree of 
hearing loss. Thus, cases with moderate 
loss made up 28 and 27 per cent of the 
treated and untreated groups, and cases 
with mild loss constituted 61 and 60 
per cent of each group, respectively. 

The statisticians would prefer two 
groups selected by the alternate case 


Ficure 3—Change in degree of hearing loss, 
in cases for whom T & A recom- 
mended for conduction deafness. 
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[4] Boxed upper figure = 
number of cases treated with T & A. 


4 Unboxed lower figure = 
number untreated. 
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172 Number untreated. 
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method, i.e., the first child told to have a 
T & A, the second child told not to have 
a T&A. This can hardly be done in a 
public health school clinic. 


Improvement With and Without 
Operation 

In the treated group, 69.2 per cent 
improved, 108 of 156 cases. Without 
treatment, 32.6 per cent improved, 56 
of 172 cases. This difference in favor 
of the treated group is obviously signifi- 
cant. (See Figure 3.) 


Worse Hearing With and Without 
Operation 

In a clinic for the prevention of deaf- 
ness, it is important to find out whether 
untreated cases become worse and 
whether this can be prevented by treat- 
ment. (See Figure 3.) In the untreated 
group, 20.9 per cent became worse, 36 
of 172 cases. This occurred in only 2.6 
per cent of the treated cases, 4 of 156. 
This difference is also highly significant. 
Figure 3 also shows the change in degree 
of hearing loss for each treated case and 
each untreated case. 

9. Radium treatment—Recommenda- 
tions made and carried out (Radium 
alone, radium and T & A, radium and 
secondary adenoidectomy: for conduc- 
tion, and for conduction-nerve deafness ) 
—There were 135 children with obstruc- 
tive adenoids, whose tonsils had been 
removed before clinic admission. All 
were advised to have radium. In addi- 
tion, the treatment was advised for 13 
children without obstructive adenoid 
tissue, who had early conduction deaf- 
ness, high tone loss, history of frequent 
colds, chronic otitis media, or chronic 
sinusitis. Of these 148 children, only 8 
did not receive the treatment as recom- 
mended, and information was not re- 
corded for one. The percentage of 
recommendations carried out was 94 
(Figure 2B). 

Each application consisted of the ex- 
posure to 50 mgm. of radium given 
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through the standard nasopharyngeal 
applicator of 0.3 mm. monel metal, with 
an exposure time of 12 minutes on each 
side of the nasopharynx. 

The number of radium applications 
recommended and given varied from | 


to 6, the most frequent being 3. These 
applications, of necessity, were given at 
monthly intervals, though the optimum 
interval is 2 weeks. 

The 8 children who did not receive 
treatment all graduated or moved from 
the county and were lost from observa- 
tion. 

10. Cases treated with radium only, 
for conduction deafness (Figure 4)— 
There were 87 children with audiometer 
readings before and after treatment. The 
median time for completion of treat- 
ment (1 to 6 applications) was 6.0 
months after recommendation. This 
high median figure is accounted for by 
the fact that permission for treatment 
was often secured after the recommen- 
dation was made. Also, clinics were not 
held during the summer months. The 
median for final readings was 14.1 
months after treatment. 

No change in degree of hearing loss, 
before and after treatment, was found 
in 41.4 per cent, or 36 of the 87 children. 
Improvement after treatment was noted 
in 54 per cent, or 47 children. Worse 
hearing was noted, in spite of treatment, 
in 4.6 per cent, or 4 children. 

With the evidence of improvement of 
hearing without treatment in the T & A 
group, it seems unfortunate that we have 
no control group of children inad- 
vertently or purposely untreated with 
radium. Though radium has been used 
for the purpose described for 25 years,' 
apparently no controlled study has been 
reported. It is still needed. 

11. Secondary adenoidectomy alone, 
for conduction deafness—This treatment 
was advised when the amount of lym- 
phoid tissue in the nasopharynx was too 
massive for beneficial effect from the 

established ‘‘safe” dosage of radium. 


il 
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Ficure 4—Change in degree of hearing loss before and after radium treatment in 87 cases of 


conduction deafness. 
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As in the group treated with radium, 
this lymphoid tissue appeared after T & 
A (completed before clinic admission) 
either because of incomplete removal, or 
through regrowth induced by repeated 
or chronic upper respiratory infections. 

Obstructive, infected large adenoids 
were found in 18 children, and removal 
was advised for 13. The operation was 
performed in 4 instances 

12. Combined treatments for conduc- 
tion deafness (T & A followed by ra- 
dium, or secondary adenoidectomy fol- 
lowed by radium )—This group includes 
15 children whose hearing was not im- 
proved by T & A done on the recom- 
mendation of the clinic. After reéxam- 
ination, radium treatment was advised 
and completed on 12. Half improved 
and half remained unchanged. The 
median time interval from initial to 
final audiometry was 24 months. 

However, in some of these 15 children 
radium was advised, even though 
adenoidectomy was the treatment of 
choice. It was considered highly un- 
likely that the parents would accept a 
second operation, since it had taken 
constant urging by the nurses, for. as 
long as a year, to get them to accept the 
original operation. In fact, of 3 sec- 


ondary adenoidectomies advised, only 1 
was done. 

Some of the 25 other children who 
did not improve after a T & A were 
rechecked at the school. The parents 
then said they would go to the family 
doctor rather than return to the clinic. 
The remainder were seen at the clinic 
and told to return for reéxamination. 
But in the meantime, they graduated 
from school or moved out of the county. 

13. Nerve deafness—Types and prob- 
able causes have been described in para- 
graph No. 4. Treatment for conduction 
deafness was advised for 9 children who 
also had nerve deafness and was com- 
pleted in 6. None showed any improve- 
ment. 

Nine children were referred to the 
Johns Hopkins clinics (7 with nerve 
deafness, type undetermined; 2 with 
conduction-nerve deafness) and 8 went, 
of whom 6 were seen at the Hearing and 
Speech Center. There, hearing aids 
were advised for 5 children and 4 were 
obtained along with auditory training. 
Lip reading was advised for 6 children 
but only taught to 1. Speech therapy 
was advised for 2 children but was not 
obtained. 

14. Sigmificance of differences be- 
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tween younger and older age groups— 
Significant differences which were not 
due to chance were found for the follow- 
ing items (See Table 4): 

Extreme and severe degree of hearing 
loss was found more frequently in the 
older children, as expected. 

Chronic conduction deafness with 
lymphoid obstruction was found less fre- 
quently in the older children. This may 
be accounted for by gradual adenoid 
shrinkage, and lessened lymphoid hy- 
perplastic response to upper respiratory 
infections, with increasing age. 

Nerve deafness was more frequent in 
the older group, as expected. 

T & A’s were done more often in the 
younger children, for reasons not de- 
termined, but as expected. 

For the following items, differences 
found could be explained by chance, so 
that we may conclude there was no es- 
sential difference in the younger and 
older groups: Radium treatment was 
completed in 92 and 96 per cent of each 
age group, respectively, indicating that 
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if the treatment is made convenient for 
parents and children, it will be accom- 
plished. Improvement in hearing was 
similar for younger and older children, 
with and without T & A, and with 
radium. This finding for the untreated 
cases was not as expected, since it was 
believed that the hearing of older chil- 
dren would improve spontaneously as 
the adenoid tissue shrank. This points 
to the necessity for treatment of older 
children. 


COMPARISON WITH WASHINGTON 
COUNTY STUDY 

“In February, 1943, a program for 
the prevention of deafness in children 
was started in Washington County, 
Maryland. This was the first program 
of its kind, with an emphasis on medical 
treatment, financed by the Children’s 
Bureau and conducted by a health de- 
partment as one of its services for crip- 
pled children.” * 

In 1948 and 1949, a series of articles 
describing the administrative and clin- 


TABLE 4 


Significance of Differences Between Younger and Older Age Groups 


Per cent 
Difference, 
Younger Group 
Compared to 


Item Older 5 through 11 years 12 through 18 years 
Per cent Number Per cent Number 
Difference Extreme and severe hearing 4.2 less 5.7 36/614 9.9 38/381 
is significant * loss on admission 
Lymphoid obstruction 9.9 more 70.8 435/614 60.9 232/381 
With infected tonsils 
and adenoids 17.4 more 60.4 371/614 43.0 164/381 
With infected adenoids 7.5 less 10.4 64/614 17.9 68/381 
Definite nerve deafness 4.4 less 1.1 7/614 5.5 21/381 
T & A done as recommended 14.2 more 41.0 146/356 26.8 44/164 
Difference Radium given as 
not recommended 2.4 less 92.3 72/78 95.7 67/70 
significant 
Improvement in hearing 
With T&A 4.6 more 70.2 87/12 65.6 21/32 
Without T& A 7.5 more 35.1 40/114 27.6 16/58 
With radium 16.7 more 61.7 29/47 45.0 18/40 
* Probability of occurrence by chance less than 0.5%: P = 3.0 or more 


, _. Observed difference in percentage 


Standard error of difference 


t Probability of occurrence by chance more than 10% 


P = 1.5 or less. 
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ical aspects of the program was pub- 
lished by Proctor and his associates.” 

Since this program was the model on 
which our own was based, and since 
Proctor’s reports on such a program are 
the only ones to be found in the litera- 
ture, a comparison of the Washington 
County and Harford County programs 
is indicated. As shown in Table 5, we 
duplicated Proctor’s findings for the fol- 
lowing items: 


.Conduction deafness was twenty times as 
frequent as nerve deafness. 

.T & A was the most frequently recom- 
mended treatment. 

. Radium treatment when recommended, was 
almost always carried out. 

4. Improvement to normal hearing occurred in 


w 
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Differences between the two pro- 
grams, as shown in Table 5, were as 
follows: 


1.The Washington County program was a 
broader one, in that many preschool children 
and adults were seen. Forty per cent of 
their referrals were from private physicians. 
. They found only half as many school chil- 
dren with hearing out of the same 
number screened. 

. They recommended radium treatment 
three times as many children. 

. They were twice as successful in getting 

T & A’s done. 

They obtained improvement to normal hear- 

ing after T & A less than half as often 


loss, 


for 


w 


> 


SUMMARY AND CONCLUSIONS 
1. Since February, 1948, 70 per cent of the 
children in the Harford County schools have 


about one-third of cases treated with been screened for hearing defects by audio- 
radium. metry. 
TABLE 5 
Comparison: Washington County and Harford County Programs 
Item Washington Harford 
Similar: Number of children screened 
at schools in 3 years 7,615 (1944-47) Approx. 7,000 (1948-50) 
Patients admitted to 
clinic in 3 years 1,004 995 
Ratio of conduction to 
nerve deafness found 20 to 1 20 to 1 
T & A recommended, 
number of patients 463 520 
Radium given as 
recommended 100% 94% 
Percentage of cases improved 
to normal with radium 34% 34% 
Different: Frequency of clinics 
and radium treatments Every two weeks Every month 
{ Preschool 17% 0.4% 
School children 73% 99.4% 
of patients | Adults 10% 0.2% 
S f School screening 27% 94% 
Teacher-nurse 26% 4% 
veterta | Private physician 42% 0.5% 
School children with hearing 
loss confirmed at clinic 
after screening 350 800 
Radium treatments recommended, 
number of patients 461 139 
T & A done as recommended 68.5% 36.5% 
Percentage of cases improved 
to normal with T & A 21% 56% 
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2. Of 7,000 children tested, 1,018 (14 per 
cent) failed the test; 941 of these were seen in 
the clinic; and 54 others were referred for 
examination, mainly through teacher-nurse 
conferences. 

3. The majority of 995 clinic patients had a 
mild loss of hearing; but 7.6 per cent had a 
severe or extreme loss when first seen. 

4. Chronic conduction deafness was found 
in 712 patients (72 per cent), nearly all asso- 
ciated with previous upper respiratory infec- 
tions. Partial obstruction of the Eustachian 
tubes from infected (tonsils and) adenoids was 
present in 535; from infected adenoids alone 
in 132. 

5. Nerve deafness was found in 33 patients; 
12 of these also had conduction deafness. 

6. One hundred and ninety T & A’s were 
done—36 per cent of the number recom- 
mended; 139 children received radium treat- 
ment—94 per cent of those recommended. 

7. In patients for whom a T & A was done 
on our recommendation, 69 per cent showed 
improvement in hearing. A similar group 
which did not have the T & A as recommended 
showed only 33 per cent improvement. Hear- 


ing became worse in 2.6 per cent of patients 
after T & A, in contrast to 20.9 per cent among 
those who declined a T & A 

8. Of those treated with radium 


54 per cent 
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No contro} 
group of untreated patients has ever been 


showed improvement of hearing. 
available for comparison. Such a comparison 
is still needed. 

9. Improvement in hearing (and regression) 
was similar for younger and older children, 
with and without treatment. This finding was 
not as expected, since it was believed that 
the hearing of older children would improve 
spontaneously as the adenoid tissue shrank 
This points to the necessity of treatment, 
rather than waiting. 
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Preliminary Report of Histoplasmin 
and Other Antigen Sensitivity in 


North Carolina* 


ROBERT J. MURPHY, M.D., WILLIAM M. PECK, M.D., ann 
BLANCHE VINCENT, R.N. 


State Board of Health, Raleigh; North Carolina Sanatorium jor Tuberculosis, 
McCain; and State Board of Health, Raleigh, N. C. 


ECENTLY, it has been noted that 
chest roentgenograms from the 
Mass X-ray Survey in North Carolina 
show sectional differences in the inci- 
dence of multiple calcifications such as 
Palmer' and Christie* described and 
related to  histoplasmin _ sensitivity. 
Casual testing for histoplasmin sensi- 
tivity in this state had yielded a very 
low percentage of reactors and this was 
regarded as an area where histoplasmin 
sensitivity was low and of little interest. 
Palmer * tested 241 student nurses from 
the states of North Carolina, South 
Carolina, Georgia, and Florida and 
found that only 2.8 per cent reacted 
to histoplasmin. Gass, e¢ al.,* in Ten- 
nessee have previously shown that in an 
area with a high rate of pulmonary 
calcification a large proportion of per- 
sons with such lesions have a negative 
tuberculin reaction and therefore the 
calcification is probably due to some 
disease other than tuberculosis. The 
observations made on Mass Survey 
films by the Tuberculosis Section of the 
North Carolina State Board of Health, 
however, suggested that in certain areas 
the incidence might be much higher and 
clarification of this issue seemed indi- 
cated. 
The problem was approached by skin 


* Read before the North Carolina State Tuberculosis 
Society, May 22, 1950. 


testing with histoplasmin antigen of 
(1) the patients in the three state 
tuberculosis sanatoria, (2) a group of 
individuals previously identified in the 
Mass Survey as having pulmonary 
calcifications, and (3) an _ unselected 
group of inhabitants from a county 
known to have a high incidence of pul- 
monary calcifications. Dr. Norman 
Conant and Dr. D. T. Smith of Duke 
University suggested that the survey 
might be widened to include tests with 
coccidioidin and blastomycin. 


SOURCE OF MATERIAL AND TECHNIQUE 

Histoplasmin (lot H-40) freshly 
diluted 1:1,000, and blastomycin (lot 
B-7) diluted 1:1,000 were obtained from 
Dr. Arden Howell of the U. S. Public 
Health Service Mycological Laboratory. 
Coccidioidin diluted 1:100 was obtained 
from Dr. Norman Conant, and the PPD 
was a Parke-Davis product diluted to 
an intermediate strength so that 0.1 ml. 
contained 0.0001 mg. of PPD. This 
material was given intradermally in the 
usual manner within 48 hours after it 
was diluted and the reaction was read 
in 48 hours. The induration in milli- 
meters was measured and recorded. 


FIRST SURVEY 

The patients in the sanatoria were 
tested with histoplasmin, blastomycin, 
and coccidioidin. PPD was not used 
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in this survey. The majority of the 
sanatorium patients in this state were 
long residents of the counties from 
which they were admitted. Those pa- 
tients who had spent a considerable 
length of time outside of North Carolina 
were rejected from the survey. Accord- 
ingly, we had an unusually stable group 
for testing. The total found suitable by 
virtue of their residence was 925. Of 
this number, 48 were found to have a 
positive reaction to histoplasmin anti- 
gen, or 5.1 per cent. This is somewhat 
higher than Palmer’s* figure of 2.8 per 
cent for this general area. However, 
when North Carolina is analyzed by sec- 
tions, there are marked and significant 
differences in the percentage of positive 
reactors, and it is this regional variation 
that is of interest. There were, in the 
sanatoria, representatives from every 
county in the state except three, thus 
giving us a fairly good representation 
from the state as a whole. (Figure 1 
shows a map of the state divided into 
seven sections. Samples from each of 
these sections consisted of 98 or more 
persons tested.) 

The highest reactions to the histo- 
plasmin. skin tests were in the north- 
eastern area bounded by the western- 
most borders of Northampton, Bertie, 
Martin, and Beaufort counties. A total 
of 98 sanatorium patients were tested 
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from this area, and 15 per cent showed 
a positive reaction to histoplasmin. This 
is in contrast to other sections of the 
state, notably the north central and 
south central areas, which varied be- 
tween 0.9 per cent and 1.3 per cent 
reactors. The section that showed the 
next highest percentage of reactors was 
in the western area, where 6 per cent of 
the sanatorium patients were positive to 
histoplasmin. This area is bounded on 
the east by Ashe, Watauga, Caldwell, 
Burke, and Rutherford counties. The 
Statistical Department of the North 
Carolina State Board of Health is of 
the opinion that this percentage varia- 
tion is significant. 

Emmons*® has recently shown that 
Histoplasma capsulatum has a sapro- 
phytic existence in the soil of endemic 
areas and he has isolated the organism 
from animals that live in these areas. 
Although the relationship of _histo- 
plasmin sensitivity in the human being 
to the presence of the fungus in the soil 
has not been proved, the evidence is 
suggestive. Accordingly, a geologist 
from North Carolina State College in 
Raleigh was consulted. The north- 
eastern sector of North Carolina and the 
seashore line of the southeastern section 
are approximately 25 feet above sea 
level. The soil is of a fine, silty loam 
and is exceedingly fertile. It is quite 
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retentive of moisture and there is poor 
drainage in this area due to the low 
elevation. The rainfall averages about 
50 inches a year. The fH. of the soil 
varies from 5.0 to 5.5. The majority of 
the population in this area live on farms 
and therefore have a close relationship 
with the soil. Due to the poor drainage 
and fairly high rainfall, the soil in this 
area is moist most of the time. 

The western part of the state, wherein 
6 per cent of our survey patients showed 
a positive reaction, also has a high rain- 
fall and the soil is moist most of the 
year. By way of comparison, the 
mountain areas of Tennessee are simiiar 
in terrain, soil, and climatological con- 
ditions and they also have a fairly high 
percentage of histoplasmin reactors. The 
highest percentage in Tennessee, how- 
ever, is in the Mississippi Valley region, 
which may be said to correspond to the 
North Carolina Coastal Plain region. 
Both of these areas have soil of exceed- 
ingly high fertility that is retentive of 
moisture. It is to be understood that 
the relationships involved are on a con- 
jectural basis. 

Of the sanatorium patients tested, 10 
showed a positive reaction to blasto- 
mycin. Five of these patients with posi- 
tive tests to blastomycin also showed 
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positive reaction to histoplasmin of more 
than 10 mm. induration. One sanatorium 
patient, who had never been out of the 
state, showed a positive reaction to 
coccidioidin and did not react to other 
antigens. This test was repeated, with 
similar results. 

It was felt that further, more de- 
tailed studies should be made, particu- 
larly within the area of highest reaction. 


SECOND SURVEY 

Beaufort County, which is in the 
northeast coastal section, was selected 
for study of skin sensitivity to four 
antigens: histoplasmin, blastomycin, 
coccidioidin, and tuberculin (See Figure 
2). One hundred and forty-seven pa- 
tients who had shown pulmonary calci- 
fication on previous Mass Survey films 
were tested, and 76 per cent showed a 
positive reaction to histoplasmin of 5 
mm. or more induration. Thirty-eight 
per cent showed a positive tuberculin 
reaction to PPD. Twenty-six per cent 
showed a positive reaction to blastomy- 
cin, and all of these also reacted to histo- 
plasmin, usually with more than 10 mm. 
of induration. Two per cent showed 
positive reaction to coccidioidin. Some 
of the residents of Beaufort County 
showed a very marked reaction to histo- 


FIGURE 2.- PERCENTAGE HISTOPLASMIN AND OTHER ANTIGEN SENSITIVITY 
IN 147 INDIVIDUALS TESTED WITH PULMONARY CALCIFICATION: 
BEAUFORT COUNTY, 1950 
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plasmin, giving as much as 26 mm. indu- 
ration, with pronounced vesiculation 
and with erythema extending to 75 mm. 

Several of these cases were persuaded 
to undergo retesting in order to get pic- 
tures of the reaction. It was observed 
that most of them showed less marked 
reaction on retesting. The interval be- 
tween the two tests was five months and 
the strength of the material and the 
technique were the same. 


THIRD SURVEY 

Since the survey in Beaufort County 
was made on patients selected on the 
basis of pulmonary calcifications, it was 
thought advisable to test an unselected 


group in this area of high reaction. 
Accordingly, Hyde County, which ad- 
joins Beaufort, was selected. This 


county is on the Pamlico Sound, and its 
soil is extremely fertile. It is a low, flat 
country, poorly drained, and is pre- 
dominately a farming, fishing, and hunt- 
ing section. A total of 338 persons, rep- 
resenting both Negro and white and 
most age groups, was considered. The 
persons tested were picked at random, 
with no preliminary screening. The 
same four antigens were used. Of the 
338 tested, 43 per cent showed a skin 
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reaction to histoplasmin of 5 mm. or 
more induration. The population ratio 
of colored persons to white in the county 
is about 14:1 and the persons tested 
were in that ratio; however, there was 
no significant difference in reaction as 
to race (Figure 3). 

There was very little sex difference, 
although the females had a slightly 
smaller percentage of reactors. Parsons 
and Zarafonetis,© on the contrary, 
found a marked sex difference in their 
study, with 3% times as many males as 
females reacting in all age groups and 7 
times as many males over 10 years of 
age. Included in the North Carolina 
survey were a number of school children, 
and the mean age of all those tested was 
17 years. Of those above 20 years, 46.8 
per cent showed a positive histoplasmin 
test. One hundred and twelve, or 33 
per cent, were found to have negative 
tuberculin and positive histoplasmin 
reactions. Four-and-seven-tenths per 
cent were positive to blastomycin, and 
the majority of these were associated 
with histoplasmin sensitivity of 10 mm 
induration or greater. This may have 
represented cross-reaction. Coccidioidin 
tests revealed only 0.9 per cent reactors 

Subsequent chest x-rays of the posi- 


FIGURE Z - PERCENTAGE HISTOPLASMIN AND OTHER ANTIGEN SENSITIVITY 
IN 338 INDIVIDUALS TESTED: HYDE COUNTY, 1950 
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tive reactors were made by Dr. W. A. 
Smith of the State Board of Health, but 
no active cases of histoplasmosis were 
revealed. 


SUMMARY 

1. North Carolina has a higher percentage 
of histoplasmin reactors than was formerly 
thought. Five per cent of 925 sanatorium 
patients from 97 counties reacted to histoplas- 
min. 

2. Regional differences to histoplasmin sen- 
sitivity are marked. They varied from 0.9 
per cent in the north central section to 15 
per cent in the northeastern section. 

3. Larger scale studies were made in coun- 
ties in the northeastern section. Studies in 
Beaufort County revealed that 75 per cent of 
147 patients with pulmonary calcification 
reacted to histoplasmin. Studies in Hyde 
County showed that 43 per cent of 338 


HISTOPLASMIN SENSITIVITY 1S 


m 


persons chosen at random reacted to histo- 
plasmin. 

4. Pulmonary calcification among positive 
histoplasmin reactors in Beaufort County was 
similar to that described by others and related 
to histoplasmin sensitivity. 

5. Further study and skin testing to histo- 
plasmosis is indicated in North Carolina. 
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International Neurologists Panel 


The National Multiple Sclerosis So- 
ciety has taken the lead in organizing 
a Panel of International Corresponding 
Neurologists. Its purpose is “to estab- 
lish liaison throughout the world with 
physicians and scientists interested in 
the problems of multiple sclerosis.” A 
total of 56 neurologists from 26 coun- 


tries comprise the present panel, whose 
membership will be expanded with 
representatives from other countries. 

Headquarters of the panel are at the 
National Multiple Sclerosis Society, 
New York City. Medical director of 
the society and founder of the panel is 
Cornelius H. Traeger, M.D. 
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THE SEVENTY-NINTH ANNUAL MEETING 


HE Annual Meeting at San Francisco (Oct. 29—-Nov. 2) formed one more 

solid link in the chain of historic meetings which have marked the progress of 
the public health sciences since 1872. It was held in what—to many of us—is the 
most charming city of the United States. It was made pleasant by the many 
courtesies of our California hosts; and it was made profitable for the more than 
4,000 delegates who attended by a program of unusual richness. In this program 
the Western Branch of the Association and more than a score of other organizations 
in fields related to ours participated. 

At the First General Session, Governor Earl Warren delivered the John J. Sippy 
Memorial Lecture on Public Health for an Expanding Population, a notable address, 
which will be published in the January issue of the JouRNAL; and a most dis- 
tinguished series of Lasker Awards were made. 

At the annual banquet, Dr. W. P. Shepard delivered his presidential address, a 
moving appeal for more wholehearted codperation of the medical practitioner with 
the public health profession in its difficult tasks (printed in the November issue 
of the JouRNAL); and the twenty-first award of the Sedgwick Memorial Medal 
“for distinguished service in public health” was made to Dr. E. S. Godfrey. His 
thoughtful planning and indomitable courage have marked him as one of our most 
outstanding health administrators; and his personal modesty and zealous integrity 
have made him as beloved as he is respected. 

A departure from precedent—justified by the emergent issues of global policy 
involved—was a special evening general session on International Health in which 
we were favored by addresses from Dr. Brock Chisholm, Director-General of WHO, 
from two of the Regional Directors of that organization (Dr. Mani and Dr. Soper), 
from Dr. van Zile Hyde, U. S. representative on the WHO Executive Board, and 
from Dr. F. G. Boudreau, Director of the Milbank Memorial Fund and Chairman 
of the Steering Committee of the National Citizen’s Committee for the World Health 
Organization, whose establishment he formally announced. All these papers are 
presented in this issue of the JoURNAL. 
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The three major standing committees of the A.P.H.A. (on Administrative Prac- 
tice, on Professional Education, and on Research and Standards) held long and 
fruitful sessions, the R & S committee celebrating its twentieth birthday. 

The most significant papers presented before our thirteen Sections will be 
published in this and future issues of the JouRNAL. Epidemiology provided contri- 
butions of special interest on the Coxsackie virus, on histoplasmosis, on the effect 
of atmospheric disinfection by glycol vapor, on the effect of injections on site and 
severity of paralysis in subsequent attacks of poliomyelitis, on the treatment of 
rabies, and on tuberculosis. A symposium on the challenge of an aging population, 
discussions on the problems of rehabilitation and on defenses against biological 
warfare aroused wide interest. The Public Health Nursing Section provided a 
symposium on Developments and Adjustments in Public Health Nursing Service 
which was replete with sound and constructive suggestions, and the School Health 
Section presented an unusually valuable series of papers. The Medical Care Section 
staged five highly stimulating symposia of its own aside from coéperation in several 
joint sessions. 

We look back to the San Francisco meeting with pride and appreciation; and 
we look forward to a Cleveland meeting in 1952 with hope and confidence. 


1AJ.P.H. 41, 12:1546-1549 (Dec.), 1951. 


ANOTHER CHALLENGE TO THE HEALTH OFFICER 


HEN the writer began his professional career as Assistant Hea!th Officer in a 

small New Jersey town half a century ago, the problems of the Health 
Department were relatively simple. We responded to complaints of nuisances. 
We placarded and fumigated (with sulfur!) in cases of communicable disease. We 
were quite modern for those days for we operated a laboratory and made bacterial 
counts on milk, although the supply of glassware was so limited that pipettes and 
dilution bottles had to be sterilized between each two samples. 

Today all this has changed and—worse yet—is continuing to change, and at a 
rapid pace. No sooner has the Health Officer got used to chlorination than he must 
master the principles of fluoridation. No sooner has he learned to organize an 
X-ray program than he is confronted with multiphasic screening. Mental hygiene 
services and programs for the chronic diseases of later life present new and per- 
plexing problems. 

A recent issue of the New York State Health Department monthly bulletin 
(incidentally one of the most perfect examples of format and typography prepared 
by any health organization) offers a new challenge to the health administrator, that 
of Narcotic Addiction. Dr. K. W. Chapman, of the U. S. Public Health Service,’ 
presents an admirable review of this important subject. He discusses the factors 
of emotional instability which so often contribute to drug addiction and the 
increasingly serious psychic disturbances which follow such addiction. He empha- 
sizes, in particular, the seriousness of use of narcotic drugs among young people, 
beginning with smoking of marijuana “reefers,” then inhaling heroin, and finally 
injecting it by needle. Experience at the U.S.P.H.S. hospital at Lexington, Ky., 
indicates a substantial improvement during treatment of such cases; and Dr. 
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Chapman concludes that “given adequate guidance and counseling in their home 
communities after discharge from the hospital” the affected children “should stand 
a good chance of becoming useful citizens.” 

Here is where the local health agencies of the community must take over. Dr. 
Chapman’s program deserves serious study by other public health workers; and its 
results will be followed with keen interest as such services develop. 


1. New York State Department of Health, Albany. Health News 28, 8:3 (Aug.), 1951. 


DIETARY HABITS OF BALTIMORE BABIES 


E always turn to the Baltimore Health News with interest, for Dr. Huntington 
Williams is likely to provide a stimulus to thought. A recent issue ' contains 
a report on lead poisoning in children which is a case in point. 

During the past 21 years (1931-1951), the Baltimore records show 293 cases of 
lead poisoning in children, with 83 deaths. An average of over ten cases and four 
deaths a year seems to represent a real health problem. 

Most of the children affected were in their second year of life and the monthly 
incidence shows a sharp (and unexplained) peak in the month of July. As to 
causation, the report states that the teething children usually lived in “old rented 
properties where lead paint had been used for many years in window sills and 
frames and where it had often flaked and scaled. Investigation most often 
revealed that the children chewed the window sills or picked up the paint flakes 
and put them in their mouths.” With the knowledge * at our disposal, this seems 
a reasonable explanation. To prevent additional hazards in the future, the City 
Health Department has added to its Hygiene of Housing Ordinance the provision 
that “no paint shall be used for interior painting of any dwelling or dwelling 
unit or any part thereof unless the paint is free from any lead pigment.” 

The question naturally arises whether babies brought up in the shadow of 
“the Hopkins” develop peculiar alimentary tastes not common elsewhere. If such 
is not the case, perhaps other health officers have been missing something. 


1. Baltimore Health News 28, 113 (Aug.—Sept.), 1951. 
* The Managing Editor wanted to spell this word “‘gnaw-ledge’’; but the suggestion was not accepted. 
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BOOKS AND REPORTS 


All reviews are prepared on invitation. 


The Conservation of Ground 
Water—By Harold E. Thomas. New 
York: McGraw-Hill, 1951. 321 pp. 
Price, $5.00. 

Dr. Harold E. Thomas presents an 
up-to-date survey of the gound water 
situation in the major underground 
reservoirs of the United States. He 
shows that pumpage of ground water for 
irrigation is substantially in excess of 
ground water draft for all other uses of 
the nation. Basic data have been taken 
from authentic sources of information. 

Representative problems which have 
been encountered in getting water into 
and out of underground storage and 
complex physical, economic, and legal 
factors involved in ground water de- 
velopments are given in an _ under- 
standable manner. Important funda- 
mentals, not all-inclusive, of ground 
water hydrology are interspersed through 
the book. The problem and examples 
of solutions are illustrated from results 
of many studies made by agencies and 
individuals in 35 states. 

The author adroitly handles the sub- 
ject of controversial land use practices. 
His comments on case histories cited 
could give no offense to agencies at- 
tempting to justify certain practices by 
hiding behind the strange cloak of water 
conservation. 

The book emphasizes the rapidly in- 
creasing water demands of the nation, 
the growing importance of conservation 
of the quality as well as quantity of the 
ground water supplies, and a crying need 
for competent investigations to provide 
a basis for integration of ground water 
resources with surface water in compre- 
hensive basin developments. Require- 
ment for better ground water manage- 
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ment is stressed, but the manner of 
accomplishment is rather vaguely indi- 
cated in generalities. The author ex- 
presses an easy-to-read message which 
could do much toward sounding an 
alert to the pyramiding need for water 
conservation. T. R. Smmpson 


Diabetes Control—By Edward L. 
Bortz Philadelphia: Lea and Febiger, 
1951. 260 pp. Price, $3.50. 

This manual, intended as a guide for 
diabetic patients, will prove most helpful 
to the busy physician as an aid in in- 
structing newly discovered diabetic 
patients, both young and old, and those 
who are returning for treatment. The 
book is a convenient size, well printed, 
and the text is written clearly and 
simply. 

The author discusses the control of 
diabetes because the most recent investi- 
gations show not only that the well 
known complications of diabetes can be 
controlled but that some of those de- 
generative complications, long feared, 
now seem on their way to a better under- 
standing and even to postponement and 
prevention. The life expectancy of the 
diabetic patient has tremendously in- 
creased and it has become evident that 
many of the complications are readily 
preventable, provided diabetes is dis- 
covered early and adequately treated. 
Therefore, the author emphasizes the 
program of early diabetes detection 
initiated by the American Diabetes 
Association and so thoroughly approved 
by the American Medical Association. 
He performs a real service in emphasiz- 
ing once again that the control of 
diabetes means not merely freedom from 
symptoms but means that the basic 
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metabolism in the tissues of the patient 
must be regulated by proper diet and 
the use of insulin if the long-run com- 
plications are to be avoided. 

The discussion of the etiologic factors 
in diabetes is simplified. The treatment 
of the yeung diabetic, and especially 
the place of summer camps in the life 
of the growing diabetic, is described and 
well illustrated. The problems of preg- 
nancy, the care of the mouth and teeth, 
and surgery in diabetes are well dis- 
cussed. Instructions for the administra- 
tion of insulin are clear and concise. 

The author, long known for his in- 
terest in the promotion of medical 
investigation and research, has given a 
considerable amount of space to simpli- 
fied descriptions of the present status 
of investigations, of the relationship 
between the lipids and arteriosclerosis, 
of the new methods of Dr. John Gofman, 
and of the earlier work dealing with the 
pancreas. The book is recommended 
highly. Howarp F. Root 


Hope and Help for the Alcoholic 
—By Harold W. Lovell. New York: 
Doubleday, 1951. 218 pp. Price, $2.75. 

This book does an excellent job of 
presenting alcoholism to the lay reader 
in terms which anyone can understand. 
Dr. Lovell does not oversimplify the 
problem. He deals fairly with all the 
methods of treatment used at the present 
time, although he places the greatest 
emphasis on a combination of the Alco- 
holics Anonymous program and adrenal 
cortical hormone (ACE) injections. In 
attempting to offset past overemphasis 
on psychoanalysis, he may tend to give 
it less credit than it deserves, although 
he consistently points out the supple- 
mentary value of psychotherapy in com- 
bination with other forms of treatment. 
I agree with his statements, “We never 
see an alcoholic who is simply sensitive 
to alcohol, yet has no neurotic symptoms 
at all; we never see an alcoholic who is 
simply neurotic without any sensitivity.” 
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It is largely a question of emphasis. 
As a psychiatrist I tend to give more 
weight to emotional or psychogenic 
factors and I feel that understanding and 
insights are necessary before the com- 
pulsion to drink can be overcome, while 
Dr. Lovell stresses the role of metabolic 
factors in alcoholism and their correc- 
tion by ACE rather more than I would. 
Nevertheless, both points of view are 
well expressed, and I consider this one of 
the best popular books on alcoholism I 
have read. It is highly readable and 
holds one’s interest throughout. I wish 
that the families of all alcoholics, as well 
as the alcoholics themselves, could read 
it. RutH Fox 


Air Pollution Control—By Stanley 
Scott and John E. McCarty. Berkeley, 
Calif.: Bureau of Public Administration, 
University of California, 1951. 38 pp. 
Price, $1.00. 

This report, prepared at the request 
of California legislators, discusses air 
pollution generally in the United States, 
but with special emphasis on present 
conditions in California. Following a 
listing of the many sources and sub- 
stances giving rise to air pollution, it 
emphasizes “the profound influence 
upon air pollution” of topographical and 
meteorological factors. It recognizes 
that California has a “climatic predis- 
position towards air pollution.’ In 
discussing the effects of air pollution, it 
points out that evidences of health 
effects, except in obvious cases, such as 
the incidents at Donora, Pa., and the 
Meuse, Belgium, are suggestive rather 
than conclusive. On the other hand, the 
nuisance effects and the economic losses, 
including damage to crops and livestock, 
are positively established. 

The authors are on sound ground in 
stating that simple public nuisance 
abatement attempts are of limited value 
in the control of air pollution. Under 
a smoke abatement program, which is 
the method of attack in a number of 
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cities, main reliance is placed on the 
adoption of a prohibitory ordinance. 
This is generally limited to the prohibi- 
tion of smoke emission above a specified 
density for more than limited periods of 
time, although frequently dusts, fumes, 
and noxious gases are included in the 
prohibition. The criticism is made that 
ordinances are often not effective be- 
cause of failure to attack the basic 
cause, namely improper combustion of 
fuel; and also because of the many 
exemptions frequently provided, and 
because an adequate enforcement staff 
is not available. Instances where broad 
smoke abatement programs have been 
effective are presented, including those 
in St. Louis, Mo., and Pittsburgh, Pa. 
Reference is made to the growing trend 
to have smoke abatement programs be- 
come county-wide, and of recent years, 
even state-wide in coverage. States 
where action in controlling smoke and 
air pollution has recently been taken or 
is now under active consideration in- 
clude California, Minnesota, Maryland, 
New Jersey, New York, Wisconsin, 
Utah, Oregon, and Illinois. 

The comprehensive air pollution con- 
trol program of Los Angeles County, 
which is demonstrating some success in 
a most difficult and troublesome situa- 
tion, is described. The inclusion of a 
separate research division in that 
county’s administrative setup no doubt 
played a significant part in the achieve- 
ments of the program. 

Anyone taking part in efforts to 
establish a smoke abatement or air pol- 
lution control program or engaged in 
administrating such a program would do 
well to study this report. It contains 
an exceedingly clear presentation of the 
multifold aspects of this problem, con- 
cern with which is rapidly spreading 
among health officials and the general 
public. Sot Pincus 


Alcoholism and Social Stability: 
A Study of Occupational Integra- 
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tion in 2,023 Male Clinic Patients 
—By R. Straus and S. D. Bacon. New 
Haven: Hillhouse Press, 1951. vii pp. 
plus 30. Price, $.50. 

Medical and psychiatric experience 
has shown in recent years that a more 
hopeful prognosis and a greater rehabili- 
tation potential exist in those patients 
whose alcoholism appears later in life. 
This is especially true in patients who 
have a prealcoholic history of reasonable 
personal integration and adjustment. 
Viewing the problem from the perspec- 
tive of sociology, the authors, members 
of the Yale Center of Alcohol Studies, 
observed the same phenomencn. 

In their study of some two thousand 
male patients from nine outpatient clin- 
ics, moreover, they present data on what 
they believe to be a “hitherto unrecog- 
nized segment of alcoholics who display 
a relatively high degree of social and 
occupational integration”—based on the 
large proportion of them who were mar- 
ried and living in an established house- 
hold, gainfully employed, etc. In fact, 
the degree of social stability is so star- 
tling as to suggest—if the negative is an 
index of one’s alcoholism—that these are 
not alcoholic patients, certainly not alco- 
holics in the sense that their drinking 
has either seriously impaired their nor- 
mal personal and social functions or 
become in itself a way of life. 

The core of this study presents im- 
portant descriptive data on some alco- 
holics who are a far and impressive cry 
from the popular concept of the derelicts 
which many harbor. These data are 
seriously weakened, however, by such 
unqualified and sweeping summary 
statements (incidentally, appearing 
throughout the text, also) as “This seg- 
ment of alcoholics . . . is perhaps the 
most significant element in the entire 
alcoholic populations,” and, “The extent 
to which these alcoholics are seeking the 
services of the few available community 
clinics . . . indicates the important role 
which such clinical facilities are playing 
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in the over-ail approach to the problems 
of alcoholism.” 

Such statements notwithstanding, 
this study can be read with profit by all 
interested in the problems of alcohol. 
Aside from its informational value, it 
marks out an area of research which 
needs further and continuous investiga- 
tion. HirsH 


Group Leadership and Demo- 
cratic Action—By Franklin S. Haiman. 
*Boston: Houghton-Mifflin, 1951. 309 
pp. Price, $2.50. 

Many people in many places and 
with varied interests have been talking 
about leaders, leadership, and demo- 
cratic action. It is quite obvious that 
the terms have different connotations 
for different individuals and groups. For 
this reason Group Leadership and 
Democratic Action represents a major 
contribution to the literature on a most 
important subject. 

The author has attempted to bring 
together the philosophical-scientific 
background and the practical techniques 
of democratic leadership. The principles 
and values of authoritarianism and 
democracy and how leadership may 
function within these processes are 
carefully analyzed. The author’s success 
in developing the concept that the dif- 
ference between democracy and au- 
tocracy is not sharply defined but one 
of degree is thought-provoking. 

In the section dealing with the skills 
of democratic leadership, not only are 
the requirements of effective leadership 
discussed, but it is pointed out that it 
is not the exclusive concern of one 
individual to provide such service to a 
group—that in a democratically oper- 
ated group, the person who can most 
conveniently and effectively render this 
service should be turned to by the 
group. 

There is a significant theme which 
runs throughout the book and is sum- 
marized by the author in the final para- 
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graph: “Wherever people live and work 
together there will be leadership, and 
the destiny of the group will depend in 
a large part upon the kind of leadership 
it has... . As we move forward to still 
deeper insights and discover better train- 
ing techniques we can reasonably hope 
to achieve a state of affairs in which 
democratic leadership will be more than 
an academic theory.” 
RoBERT YOHO 


Help Yourself Get Well—By Mar- 
jorie McDonald Pyle. New York: 
A ppleton-Century-Crofts, 1951. 235 
pp. Price, $3.00. 

This is an excellent book—for the 
patient with tuberculosis before and 
after recovery, for his family and 
friends, and for the doctors and nurses 
who care for him, as well as for every- 
one interested in public health. Its 
excellence largely stems from its taking 
into account the emotional reactions 
of the patient and their effect on his 
progress. Never having had tuberculo- 
sis myself, I asked a friend of mine who 
is a physician and has been a tuberculo- 
sis patient to read it and give me his 
opinion; he also thought it excellent. 

Probably the weakest chapter is that 
on rehabilitation—a matter to which 
everyone pays lip service but about 
which very few do anything. The 
chapter on famous people who have had 
tuberculosis retells several hackneyed 
success stories which add little to the 
book. But these are small flaws and 
unimportant. 

The suggestions for self-discipline, for 
using time to good advantage albeit on 
one’s back, for learning to read profit- 
ably and enjoy music, are topnotch. 
Particularly good is the idea of getting 
pet peeves out of one’s mind by writing 
them down in detail; friends have told 
me that they tried this with good results. 
Having time to read and think may 
make a great difference in one’s later 
life; a few months ago a man told me 
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that the six months he spent in a sana- 
torium gave him a chance to get his 
philosophy of life reoriented so that he 
could see his way more clearly in our 
present chaotic world. 

If you know someone who has broken 
down with tuberculosis, by all means see 
that a copy of this book gets into his 
hands as soon as possible. 

ALAN L. Hart 


Modern Dietetics—By Doris John- 
son. Edited by Hazel Munsell. New 
York: Putnam, 1951. 529 pp. Price, 
$4.95. 

Modern Dietetics was designed to 
serve as a text for the student nurse. 
The central theme of the normal diet 
is used to present the subject of dietetics 
in a practical manner. Because of the 
wide scope of the book, the author has 
limited herself to fundamental facts 
without including details which would 
make the text more useful for public 
health workers. This same effort to 
cover too many subject matter areas 
has resulted in a less stimulating and 
vital book than a reader might wish. 

The first part of the book is designed 
to meet the requirements of the three 
courses in nutrition, cookery and diet 
therapy, and the special services of 
pediatrics and obstetrics in the curricu- 
lum of schools of nursing. In Part One, 
normal nutrition is considered through 
discussions of proteins, carbohydrates, 
fats, minerals, vitamins, water, and 
cellulose. In addition, there are chap- 
ters on planning an adequate diet, food 
economies, nutrition education, food 
habits, and the nutrition of various age 
groups. Part Two, the treatment of 
disease by diet, is related to the normal 
diet in terms of consistency, energy 
value, protein, carbohydrates, fats, 
mineral content. Part Three deals with 
the care, selection, preparation, and 
cookery of foods and was written to cor- 
relate with the author’s Laboratory 
Manual for Cookery. Part Four includes 


Books AND REPORTS 1533 


methods of calculating food values and 
tables on food values, sodium and potas- 
sium content of foods, percentage of 
major mineral elements in food, food 
value of alcoholic beverages, heights 
and weights, composition of blood and 
urine. Thought-provoking questions 
supplement every chapter and pertinent 
bibliographies follow several. A general 
bibliography is included in the appendix. 
To the public health nutritionist, the 
tables found in the appendix will pro- 
vide a convenient single reference for 
valuable and frequently used material. 
To those in public health interested in 
nutrition education for nurses, this book 
will be helpful as one of several refer- 
ences. CATHERINE M. LEAMY 


Problems of Infancy and Child- 
hood. Transactions of the Fourth 
Conference, March 6-7, 1950. Edited 
by Milton J. E. Senn. New York: 
Josiah Macy, Jr. Foundation, 1951. 181 
pp. Price, $2.25. 

The Conference, of which this volume 
is a verbatim report, was intended as a 
forum for the discussion of certain ques- 
tions of interest to the staff of the Fact 
Finding Committee of the Midcentury 
White House Conference. Three sub- 
jects were presented for discussion to a 
group representing the fields of pedi- 
atrics, obstetrics, psychiatry, psycho- 
analysis, anthropology, nursing, public 
health, and education. The subjects 
were: (1) Cultural Determination of 
Parental Attitudes, presented by the 
anthropologists Murdock and Whiting; 
(2) A Consideration of Some Problems 
in the Ontogeny of Family Life and 
Social Adjustments in Various Infrahu- 
man Animals, presented by Schneirla, of 
the American Museum of Natural His- 
tory; and (3) Working Toward Healthy 
Personality, presented by Lawrence K. 
Frank. 

The book deals with basic issues in 
the field of behavior. The first two 


presentations cover a good deal of new 
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material in their respective fields, and 
the third is an interesting and thoughtful 
summary of present-day strivings in the 
field of parent education and child rear- 
ing. The anthropological report is 
based on cross-cultural studies now be- 
ing conducted at Yale and Harvard. 
The presentation on animal behavior is 
an extremely stimulating discussion of 
the theory of trophallaxis, or environ- 
ment-organism interaction, in the un- 
folding of patterns of behavior in 
animals. 

The round table discussion following 
the presentations is lively, stimulating, 
and of sustained interest. The book is 
well worth the attention of anyone inter- 
ested in source material in the field of 
behavior. Jutes V. CoLEMAN 


Clinical Laboratory Methods—By 
W. E. Bray (4th ed.). St. Louis: Mosby, 
1951. 614 pp. 119 text illus. Price, 
$7.25. 

This is the fourth edition of a text 
stated by the author to have been “the 
outgrowth of long experience in teaching 
clinical diagnosis to medical students.” 
Like all books of this nature, it suffers 
from weaknesses inherent in an ap- 
proach which attempts to combine 
methodology and medical interpretation 
within one set of covers. The medical 
phases, which are outside the province 
of laboratory science per se, are not 
covered by this reviewer, who is a 
chemist. 

For use as a guide to clinical labora- 
tory methodology, this book will be 
misleading to all but the beginner in 
medicine, to whom a rough approxima- 
tion of the facts may be sufficient. Er- 
rors occur with astounding frequency. 
A few examples will suffice: 


P. 49—The instructions for Benedict’s test 
for sugar in urine read to boil five minutes 
in a water bath instead of three minutes, 
which is the true equivalent of the two 
minute boiling time over a flame recommended 
by Benedict. This etror is now universal in 
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texts of this type and is the cause of countless 
false diagnoses. 

P. 53—The Scott-Wilson method, the only 
specific test for acetone in urine, is not men- 
tioned. 

P. 103—The Tallquist method for hemo- 
globin in blood is given, without mention of 
Wintrobe’s statement that “it is grossly inac- 
curate.” 

P. 477—The Kahn verification test, stated 
to be of no value in the 1949 edition of the 
U. S. Public Health Service pamphlet on 
syphilis, is given as a procedure “to detect 
biologic false positives.” 

P. 555—The formula for Exton’s reagent is 
given as containing 10 gm. sodium sulfate 
(grade not specified) per liter, instead of 50 
gm. of the anhydrous. 


It is obvious that for serious use in 
laboratories in which objective facts are 
sought by methods selected for scien- 
tific correctness, texts such as this are of 
little value. Used as guides by those 
with insufficient training in fundamen- 
tal science, they are the source of po- 
tential danger. As example of such 
danger, the facts revealed in the Belk- 
Sunderman evaluation of hospital labo- 
ratories in Pennsylvania may be cited. 
Specimens containing 60 mg. glucose per 
100 ml. were reported by 4 laboratories 
of the 59 participating in the survey to 
contain 333, 363, 444, and 571 mgm., 
respectively. Such results immediately 
bring to the experienced director’s mind 
the conclusion that photoelectric 
methods were used without adequate 
understanding of the instrument and its 
possible fallacies. Yet neither in Dr. 
Bray’s text, written since this survey, 
nor in the original report of Drs. Belk 
and Sunderman, is any mention made 
of the possible errors through the use 
of such methods under direction of 
personnel unacquainted with the scien- 
tific principles of photoelectric colori- 
metry. MEYER SAMSON 


Mental Hygiene—By Lester and 
Alice Crow (2nd ed.). New York: Mc- 
Graw-Hill, 1951. 433 pp. Price, $4.50. 

Since mental hygiene is an aspect of 
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all human activity rather than a sepa- 
rate and distinct body of knowledge, it 
is a particularly difficult subject to pre- 
sent in textbook form. This work, like 
many textbooks, shows overcondensation 
of material, lack of specific information 
or background data, a preponderance of 
general dogmatic statements, and a cer- 
tain lack of spontaneity which makes for 
dull reading. 

The most interesting portions of the 
text relate to the hygienic adjustment of 
the developing person and mental hy- 
giene in relation to school functions and 
personnel. This reflects the fact that 
the authors are educators, and the book 
is apparently written for the use of 
students in education. 

A consulting expert in matters medical 
and psychiatric could have prevented 
misleading and inaccurate statements. 
Psychosomatic medicine, for example, 
is used as though it meant the medicinal 
therapy of disorders such as organic 
mental disease due to syphilis. There is 
a statement that schizophrenia may be 
caused by malnutrition of the brain 
tissue and elsewhere malnutrition is 
listed as the cause for speech defects. 

Each chapter concludes with a list of 
questions for discussion useful for 
teaching, and the bibliographies are ade- 
quate and fairly well selected. How- 
ever, the book cannot be recommended 
for use by independent students, though 
an instructor who could give selective 
assignments from the text could amplify 
or interpret the material present. 

BARBARA KorscH 


Color Atlas of Morphologic 
Hematology—By Geneva A. Daland. 
Cambridge, Mass.: Harvard University 
Press, 1951. 74 pp. Price, $5.00. 

This volume represents a systematic 
presentation of blood cells in health and 
disease, reflecting the attitudes of the 
Thorndike Memorial Laboratory at the 
Boston City Hospital where leadership 
has been outstanding through Drs. 


Francis W. Peabody, George R. Minot, 
and William B. Castle. 

The purpose of the Af/as is declared 
to be to furnish a guide for reference in 
the study of films of peripheral blood 
stained with Wright’s stain. The ma- 
turation of the blood cells is very well 
described and is shown in the diagrams 
and the plates in such a way that the 
relationships between bone marrow and 
peripheral blood can readily be under- 
stood. 

The authors and publishers are to be 
congratulated on an excellent text beau- 
tifully presented, and the American 
Cancer Society (Massachusetts Divi- 
sion) has performed a public service by 
making publication possible through a 
special grant. The volume is highly 
recommended. 

REGINALD M. ATWATER 


Nutrition Fronts in Public Health 
—By Icie G. Macy, Benjamin H. 
Ershoff, Clive M. McCay, et al. New 
York: National Vitamin Foundation, 
Inc., 1951. 168 pp. Price, $1.50. 

The title of this book has been appro- 
priately chosen. The six subjects dis- 
cussed, Nutrition and Maternal Health, 
Factors Conditioning the Development 
of Malnutrition, Nutrition as a Factor in 
Aging, Influence of Nutrition on Work 
Performance, Nutrition and Resistance 
—Susceptibility to Infection, and Nu- 
tritional Factors and Hormones in 
Stress Reactions, are presented in a 
comprehensive yet condensed form and 
are well documented. In this reviewer’s 
opinion, the chapter on Factors Con- 
ditioning the Development of Malnu- 
trition is particularly appropriate at 
this time in that the greater share of 
severe malnutrition in these United 
States is of this type, rather than pri- 
marily a deficiency of food intake. 

This book is recommended to health 
officers and practising physicians alike 
and is a must for all nutrition workers. 

HAROLD R. SANDSTEAD 
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The Better Half of Your Life— 
By Charles H. Lerrigo. New York: John 
Day Company, 1951. 270 pp. Price, 
$3.50. 

Out of a rich experience of more than 
half a century in the general practice of 
medicine and a concourrent career in the 
field of public health, this physician has 
written a book of practical usefulness 
and singular felicity of style. It would 
be a mistake to catalogue Dr. Lerrigo’s 
latest contribution to health education 
solely as further publication in the field 
of geriatrics. It is that, but it is much 
more. 

One cannot proceed very far into the 
270 pages of The Better Half of Your 
Life without realizing that a wise, kind, 
and cheerful doctor is talking to you as 
he would in the privacy of his office. 
He is speaking of getting on in years and 
the concomitant physical and mental 
situations one is apt to encounter along 
the way. He illustrates his observations 
by personal experiences of 79 years of 
well rounded living. 

Specifically, 20 physical impairments 
are discussed in the book along with 
observations on such topics as “Exercise 
After Forty,” “Worry and Anxiety,” 
“High Blood Pressure,” “Sleep Habits,” 
“Hobbies,” “Retirement,” and “Recre- 
ation.” The author brings the reader up 
to date on the most recent medical 
knowledge in the areas of greatest in- 
terest to men and women who are “get- 
ting on in years.” Practical problems 
of the aging, such as hearing-aids, care 
of the skin, diminishing eyesight, and 
what to do upon retirement are handled 
with skill and knowledge of the re- 
sources available in these and related 
fields. 

While this book is primarily addressed 
to an aging audience it would be profit- 
able reading for everyone who has 
attained the right to vote. Dr. Lerrigo’s 
personal charm and sense of humor, 
added to sound knowledge and a rare 
literary style, are compounded into this 
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volume which will richly reward all who 
read it. FRANK KIERNAN 


How To Retire and Like It—By 
Raymond P. Kaighn. New York: 
Association Press, 1951. 149 pp. Price, 
$2.50. 

Here is a good Christmas or birthday 
present for a friend who is nearing re- 
tirement age. He will find many useful 
suggestions in it, and a warm, friendly 
introduction to the problems that will 
confront him. 

Those problems are in part psycho- 
logical, sometimes growing out of a de- 
crease in one’s sense of importance in the 
community. They are in part financial 
due to a reduced income and to inflation. 
In some respects they relate to one’s 
state of health. But they all lend them- 
selves to a solution if faced and planned 
for early enough. 

It is evident as one reads this book 
that the author, the former director of 
a large retirement fund, is writing out 
of his own rich experience—this is no 
theoretical or sociological approach to 
the problems. In fact the author ap- 
proaches his task with humor and a 
twinkle in his eye. He has a philosophy 
of life that will cheer the person of mid- 
dle age. 

The titles of some of the chapters 
indicate their practical nature, How It 
Feels To Retire, Making the Dollars Go 
Further, What Is Your Hobby, Getting 
Along with Folks, and What About the 
Wife? Some men will find particularly 
helpful the chapters entitled Retired and 
Living Alone and To Remarry or Not? 

For those who wish to pursue special 
subjects in this field more intensively 
the author supplies a very good bibliog- 
raphy of some forty books relating to 
Old Age, Adult Interest, Hobbies, Social 
Security, and Annuities. 

In view of the prediction that by 1975 
we shall have 17 million people over 65 
years of age in the United States, the 
necessity for a good understanding of 
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what is ahead of them is apparent. 
Many of these people need a wholesome 
introduction such as this book offers to 
the “Golden Age” that lies ahead of 
them. HoMER WICKENDEN 


Understanding Your Son’s Ado- 
lescence—By J. Roswell Gallagher. 
Boston: Little Brown, 1951. 212 pp. 
Price, $3.00. 

To read this book is almost to have 
an interesting, informal conversation 
with a man who understands boys and 
has a lot of common sense as well as 
professional skill and long experience in 
dealing with them. The author’s back- 
ground includes service as school physi- 
cian in Hill School and Phillips 
Academy. 

His viewpoint is that during the 
adolescent years a boy “needs guidance 
rather than protection, subtle suggestion 
and good example instead of commands, 
and infinite patience with the errors he 
is bound to make on his way to ma- 
turity.” He needs also “love, security, 
a chance to develop his own personality 
and become independent. and help in 
learning how to live with and respect 
others.” 

With this philosophy Dr. Gallagher 
discusses simply and illustrates with 
thumbnail case histories many matters 
ranging from allowances, daydreaming, 
and fraternities, through “natural 
rhythm of the bowels,”’ acne, and choice 
of vocation, to stealing and suicide. One 
could wish that he had dealt with sex 
more fully because of the soundness of 
what he does choose to say. The chapter 
on health facts should be a very practi- 
cal guide to parents in many matters 
which should be discussed with the 
family physician. Throughout is a 
sound emphasis on the normal variations 
among adolescents. 

The volume does not pretend to cover 
all adolescent behavior. It can be 


heartily commended to parents for its 
breadth of view, sound interpretations, 
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and reassuring confidence in the ability 
of a boy, with understanding and help 
from parents and others, “to make a 
sound transition from childhood to 
adulthood.” Roy E. DICKERSON 


Introduction to Statistical Analy- 
sis—By Wilfrid J. Dixon and Frank J. 
Massey, Jr. New York: McGraw-Hill, 
1951. 370 pp. Price, $4.50. 

This book should prove of value to 
both the professional statistician in 
public health work and to the general 
public health worker. The former will 
find a helpful presentation of the con- 
cepts upon which many of the modern 
developments in statistical analysis are 
based; the latter will heighten his under- 
standing of the logical principles of sta- 
tistical inference. 

The first nine chapters cover the 
usual topics to be found in introductory 
texts on statistics. It is the approach 
rather than the subject matter of these 
chapters which is unusual. The book 
begins with a brief but good discussion 
of the nature of proof and quickly intro- 
duces the concepts of distribution, 
sample, and population. The fourth 
chapter, on “Universe and Sample,” 
presents the experimental approach to 
the idea of sampling variation by taking 
repeated samples under the same con- 
ditions and forming the sampling dis- 
tributions of the mean and variance. 
Chapter 6 is concerned with confidence 
intervals and expresses the idea as an 
algebraic inequality. It is important for 
the reader to fix the meaning of such 
algebraic expressions clearly in his mind, 
since they occur throughout the re- 
mainder of the book. Perhaps an at- 
tempt in the next edition at diagram- 
matic portrayal of the idea of confidence 
intervals would be helpful. 

The next chapter is concerned with 
statistical inference and sets the pattern 
for the remainder of the book. The 
authors discuss the general principles of 
testing hypotheses and the two types of 
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error which can be committed when 
making a decision concerning an hy- 
pothesis: (1) that of rejecting the 
hypothesis when it is true, and (2) that 
of accepting it when it is false. By 
specifying in advance the probability of 
making the first type of error, the values 
of the particular statistic being examined 
which will result in rejection of the 
hypothesis may be determined. The 
statistic is then computed from the 
observed data and compared with the 
critical values obtained in the previous 
step, and the hypothesis accepted or 
rejected in accordance with the pre- 
viously stated criteria. 

This process of formulating and test- 
ing hypotheses is carefully set forth in 
relation to each new topic which is in- 
troduced. The authors have succeeded 
by this means in providing the reader 
with a logical thread which ties together 
such varied subjects as analysis of 
variance, regression and correlation, non- 
parametric statistics, and sequential 
analysis. In the presentation of these 
subjects the authors have been at some 
pains to state explicitly the assumptions 
involved in a particular procedure for 
testing an hypothesis, and the conse- 
quences of not satisfying these assump- 
tions are demonstrated. A_ separate 
chapter is devoted to a consideration of 
the probability of accepting a false 
hypothesis—the second type of error 
mentioned above—and the development 
of power functions for tests of hypothe- 
ses is clearly set forth both algebraically 
and diagrammatically. An _ excellent 
feature of the book is the inclusion in 
the appendix of practically all the tables 
needed to determine critical values in 
the sampling distributions of the various 
statistics discussed in the text. 

Readers of the Journal will gather 
from the foregoing that this book is pri- 
marily concerned with that phase of 
statistical analysis which is concerned 
with “significance testing.” The authors 
have done an excellent job of presenting 


oF Pusitic HEALTH Dec., 1951 


the logical framework upon which this 
aspect of statistical analysis is based. 
However, that aspect of statistics which 
is concerned with the formulation of the 
problem is only touched upon here and 
there. This is unfortunate because it 
is an understanding of this aspect of 
statistics which is most sorely needed by 
the public health worker, including the 
public health statistician. 

Dealing as often as he does with 
enumeration statistics, the public health 
worker may find the chapter on this 
subject somewhat disappointing, par- 
ticularly the discussion of the point 
binomial and its relation to the Poisson 
distribution. An example of the latter 
would perhaps be more helpful than the 
discussion of binomial-probability paper. 
Part of the chapter entitled “Macrosta- 
tistics” contains a section on the func- 
tion of the different kinds of punch 
card equipment, but this reviewer feels 
that a discussion of the problem of 
classification, which always arises in 
any punch card study and which is a 
fundamental scientific problem, would be 
more meaningful. These criticisms, 
however, are easily dealt with and they 
do not prevent the book as a whole from 
serving as an excellent introduction to 
statistical anaylsis in the sense described 
above. Paut M. DENSEN 


Clinical Tropical Medicine—Edited 
by R. B. H. Gradwohl, Luis Benitez 
Soto, and Oscar Felsenfeld. St. Louis: 
Mosby, 1951. 1647 pp., 473 illustra- 
tions, 7 color plates. Price, $22.50. 

This tremendous volume contains 
contributions by 57 different authors. 
The editors have done a real service in 
bringing out a volume on tropical dis- 
eases with a Western Hemisphere slant. 
Most of the contributors are from the 
Americas, and some of them are out- 
standing investigators whose writings, 
for the most part, have not been avail- 
able in English. There is good coverage 
of the diseases peculiar to the American 
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tropics—Chagas’ disease, mucocutaneous 
leishmaniasis, pinta, and bartonellosis. 
Many of the other chapters are excel- 
lent. However, the book as a whole 
shows a great variation in quality. 

Some of the chapters fail to present 
good clinical descriptions. In several 
chapters, the therapy is not sufficiently 
up to date for a book published in 1951. 
Notable omissions are chloroquine for 
hepatic amebiasis, the 8-aminoquinolines 
for prevention of relapses in malaria, 
atabrine for taenia infestation, and dia- 
sone (except for inadequate discussion 
in the general chapter on the therapeu- 
tics of tropical diseases), sul,..etrone, 
and streptomycin for leprosy. 

In any text on tropical diseases the 
chapters on malaria and amebiasis natu- 
rally come under close scrutiny. Ame- 
biasis is, on the whole, well presented. 
There is some carelessness, however, in 
the discussion of therapy. It is incorrect 
to state that milibis is not effective or 
that chloromycetin is. It is likewise 
misleading to state that fulminating 
amebiasis should be treated with emetine, 
penicillin, and bacitracin, without men- 
tioning drugs such as diodoquin or 
carbarsone. 

The chapter on clinical malaria is very 
unsatisfactory. The space allotted to 
it is too small and the material is pre- 
sented in an obscure, confusing, and 
sometimes contradictory fashion. There 
are some gross errors. For example, the 
colored plate depicting the cycles of the 
various plasmodia shows the sporozoite 
directly invading the erythrocytes and 
fails to show correctly the typical 
trophozoite forms of Plasmodium ma- 
lariae. The discussion of treatment is 


totally inadequate. 
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As a whole, the book shows the lack 
of a firm editorial hand. Some portions 
are too discursive, others too terse to be 
adequate. At least three chapters are 
superfluous: that on malaria control 
(since this is a clinical text); that on 
hematology; and that on therapeutics 
of tropical diseases, which repeats much 
that is in other chapters and frequently 
fails to give useful details as to dosage 
and methods of administration, which 
the clinician wants 

Howarp B. SHOOKHOFF 


Report of the Governor’s Study 
Commission on the Deviated Crim- 
inal Sex Offender—Lansing, Mich.: 
State Department of Health, 1951. 245 
Pp. 

This is a very substantial document 
reporting the conclusions of a 22 mem- 
ber commission appointed in November, 
1949, to study the sex offender as a 
social problem and to make recommenda- 
tions for more effectively meeting it. 
Other states and smaller communities 
coming to grips with such problems will 
do well to familiarize themselves with 
this systematic study of the subject. 

The summary and recommendations 
of this report are condensed into 40 
paragraphs containing much practical 
experience and evidence of sound plan- 
ning. Most of these conclusions are as 
applicable elsewhere as in Michigan. 

The body of the report is made up of 
five chapters on fact finding, resources 
and present practices, legislation, educa- 
tion, and moral and spiritual values. 
There is a selected bibliography and an 
appendix. 

This is a highly recommended volume. 

REGINALD M. ATWATER 
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A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RAYMOND S. PATTERSON, PH.D. 


Causes Are Considered—“Prac- 
tically three years has been added to 
(the) expectation of life since the close 
of World War II. . . .” So, it seems, 
the phenomenal 11 year increase in the 
span of life that has occurred in each 
20 year period of the recent past prom- 
ises to continue a while—though 
obviously such a rate cannot go on much 
longer. 

Anon. Health Progress 1946 to 1950. 
Statist. Bull. Metrop. Life Insur. Co. 32, 9:3 
(Sept.), 1951. 


From the Misty Past—Do you re- 
member the by now two-year-old edi- 
torial entitled, “The New Look in Health 
Department Reports”? You'll agree 
that it might as well have been named 
“The Old Look” if you will read a recent 
tribute to John Simon, whose annual 
reports—a full century ago—clearly 
pointed the way for the then emerging 
sanitary sciences. One report, published 
verbatim in nine columns of the (Lon- 
don) Times, was judged editorially 
“unquestionably the ablest, the most 
lucid and most temperate statement of 
our sanitary conditions and wants that 
it has been our fortune to peruse.” 

Cuartes, J. Presidential Address on John 
Simon and Some Contemporaries—A Brief 
Retrospect. J. Roy. San. Inst. 71, 4:286 
(July), 1951. 


Yes, You Will Be!—“The reader 
may be surprised in going over the above 
list to observe that virtually every letter 
of the alphabet has been used to describe 
various nutrilites.” New vitamins will 
continue to crop up over the scientific 
horizon and, in the future, the writer 
prophesies they will all be given de- 
scriptive chemical names (and the alpha- 
bet can return to its regular job). 


Cuetpon, V. H. Nomenclature of Vitamins. 
Nutrition Rev. 9, 10:289 (Oct.), 1951. 


It’s Inducive to Mental Peace, He 
Says—Our own recruitment and train- 
ing pathfinders will be interested in this 
attempt of one British M.O.H. to “sell” 
public health as a career to prospective 
medical candidates. His underselling 
will bring tears to the eyes of any proper 
(American) public relations counselor. 

Crarx, W. G. The Public Health Service As 
a Career. M. Officer 86, 12:113 (Sept. 22), 
1951. 


V ID (Very Important Docu- 
ment)—“This particular study sets up 
curves to indicate ages most affected by 
any specific disease with enough cases 
reported in the survey to give reasonably 
accurate results.” This single qucete 
describes the whole paper so well that it 
would seem to be a lily-painting super- 
fluity to attempt to add to it. 


Cottins, S. D., et al. Age Incidence of 
Specific Causes of Illness Found in Monthly 
Canvasses of Families. Pub. Health Rep. 66, 
39:1227 (Sept. 28), 1951. 


Bless Their Little Hearts !—Here 
is solid statistical support for what 
almost every parent must have learned 
from hard experience. Young children 
(under age nine) not only have more 
respiratory illnesses than older ones, but 
they are also much more likely to pass 
their colds, etc., on to their parents. 


Coutter, J. E., and Tucuer, D. The Risk 
of Attack of Respiratory Illness Among 
Parents of Children of Various Ages. Milbank 
Mem. Fund Quart. 29, 4:423 (Oct.), 1951. 


Double-Barreled Item—Five lead- 
ing questions about water fluoridation, 
asked by the A.W.W.A., received com- 
plete, unequivocal and _ convincing 
answers. In prescribed amounts fluorine 
is not toxic; water fluoridation is not 
mass medication; comparable municipal 
cancer rates reveal no relationship be- 
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tween malignancy and fluoridation; the 
process received unqualified USPHS en- 
dorsement. 


Dean, H. T. USPHS Position on Fluorida- 
tion of Public Water Supplies. J.A.W.W.A. 
43, 9:672 (Sept.), 1951. 


A brief but broad and convincing re- 
view of what most of us now know 
about the beneficent results accumulat- 
ing from fluoridating water supplies (at 
present under way in 63 communities in 
15 different states). 


Dean, H. T. The Partial Control of Dental 
Caries by Fluoridation of Public Water Sup- 
plies. J. Missouri Dent. A. 31, 8 (Aug.), 1951. 


Meaningful Data—Most of us, I 
suspect, accept the findings of chronic 
morbidity surveys without giving much 
thought to the ways the statistics were 
collected. Some of the difficulties in 
long-term studies are discussed in this 
enlightening paper and you really should 
know about them. 

Downes, J. Method of Statistical Analysis 
of Chronic Disease in a Longitudinal Study of 
Illness. Milbank Mem. Fund Quart. 29, 4:404 
(Oct.), 1951. 


How To Feed Fluorine—If you 
want to be informed about the mechanics 
of feeding fluorine into municipal water 
supplies you will find all you could con- 
ceivably need to know in this detailed, 
technical, 18 page discussion. 


Harper, L. E. Fluoride Chemical Feeding. 
JAWW.A. 43, 9:744 (Sept.), 1951. 


Feather in M C H’s Cap—“The so- 
called degenerative conditions—cardio- 
vascular disease and cancer—now cause 
more deaths among children of school 
age in the United States than all the 
infections and parasitic diseases com- 
bined.” Statistical substantiation fol- 
lows this quoted introduction. 


Kaun, H. A. Changing Causes of Death 
in Childhood. Pub. Health Rep. 66, 39:1246 
(Sept. 28), 1951. 
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Good Reporting—This is a blow- 
by-blow account of the first three rounds 
of a community fight against heart dis- 
ease. Incidentally it is an excellent 
demonstration of how interesting and 
readable a straightforward, unglamor- 
ized story can be when it is about people 
really in action. Why, oh why, can’t 
we have more? 


KattwinkLe, E. E., e¢ al. A Community 
Heart Program. New England J. Med. 245, 
16:595 (Oct. 18), 1951. 


Unfinished Business—Don’t de- 
prive yourself of the enjoyment of this 
treat which, the author says, should have 
been called, “Courting Frustration in a 
Nosological Jungle.” There is “some- 
thing old and something new” in it, but 
chiefly it is the way the combination is 
presented that will delight you. 


Lancmurr, A. D. The Importance of the 
Respiratory Diseases. Am. Rev. Tuberc. 64, 
4:461 (Oct.), 1951. 


Statistical Sins We Commit—You 
need greatly to read this, not only for 
the wisdom in it, but because it is so 
humanly presented. The writer seems 
capable of thinking, every moment, of 
his readers—a rare faculty indeed. The 
title tells enough of what the paper is 
about. 


Lewis-Faninc, E. Survey and Sample: 
Statistical Pitfalls. Pub. Health 64, 12:225 
(Sept.), 1951. 


Prophylactic Artillery—This round 
table discussion of ten immunization 
procedures is recommended to all who 
have anything whatever to do with child 
health, however remote the connection. 
Those actively on the communicable dis- 
ease firing line will surely know all about 
the review. 


McGuinness, A. C., et al. Immunization 
Review. Pediatrics 8, 4:558 (Oct.), 1951. 
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BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


AccousticaL TERMINOLOGY. New York: 
American Standards Association, 1951. 50 
pp. Price, $1.50. 

APPROVED Laporatory Tecunic. John A. 
Kolmer, Earle H. Spaulding, and Howard 
W. Robinson. (Sth ed.) New York: Ap- 
pleton-Century-Crofts, 1951. 1180 pp. Price, 
$12.00. 

ATLAS OF FrAMBogEsIA. Kenneth R. Hill, R. 
Kodijat and M. Sardadi. World Health 
Organization Monograph Series No. 5. New 
York: Columbia University Press, 1951. 
18 pp. 42 illus. Price, $1.00. 

ConaEMIE THerapy. Masao Yamagata. Si- 
baura, Minato-ku, Tokyo, Japan: Herald 
Press, 1951. 180 pp. 

Facts ror You. A Stupy on ANNUAL RE- 
ports. Herbert L. Fisher. Tampa, Fla.: 
Y. M. C. A., P. O. Box 1259, 1951. 11 pp. 
Price, $1.00. 

Facts oF Lire rrom BirtH To Deatu. Louis 
Dublin. New York: Macmillan, 1951. 461 
pp. Price, $4.95. 

Ficut Acatnst Fears. Lucy Freeman. New 
York: Crown Publishers, 1951. 332 pp. 
Price, $3.00. 

Epipemiotocy. A GrocrAPHY oF Dis- 
EASE AND SANITATION. Vol. II. Africa. James 
Stevens Simmons, Tom F. Whayne, et al. 
Philadelphia: Lippincott, 1951. 652 pp. 
Price, $15.00. 

HEALTH IN ScHoots. American Association of 
School Administrators (rev.). Washington, 
D. C.: Department of the National Educa- 
tion Association of the United States, 1951. 
477 pp. Price, $4.00. 

How To Steep Wirnovur David F. 
Tracy. New York: Sterling Publishing, 
1951. 62 pp. Price, $1.00. 

IMMUNIZATION AND THERAPEUTIC PROCEDURES 
FoR AcuTe INnFEcTIOUS DISEASES OF THE 
AMERICAN ACADEMY OF PEDIATRICS, REPORT 
OF THE COMMITTEE ON. John J. Miller, Jr., 
Chairman. Evanston, Ill.: American Acad- 
emy of Pediatrics, 1951. 69 pp. Price, $.25. 

INFANT Care. Children’s Bureau Publication 
No. 8. (9th ed.) Washington: Govt. Ptg. 
Office, 1951. 145 pp. Price, $.20. 

INSTITUTE OF AND CoMMUNITY 
HEALTH. Report of the Medical Officer-in- 
Charge, 1950. Union of South Africa: 
Department of Health. 42 pp. 

Joun J. Srmpy, THe Lire anp Works oF. 
Lecture Presented at the Annual Meeting of 
the Western Branch, A.P.H.A., Portland, 


Oregon, May 31, 1950. W. P. Shepard. San 
Francisco Western Branch, A.P.H.A., 1951. 


22 pp. 
Journey TocetHer. THe Way Back To 
Happiness. Turnley Walker. New York: 


David McKay, 1951. 144 pp. Price, $2.50. 

MepicaL TERMINOLOGY Mape Easy. JeHarned. 
Chicago: Physicians’ Record, 1951. 275 pp. 
Price, $5.00. 

Mrtirary STANDARD MARKING OF SHIPMENTS. 
Department of Defense. Washington: Govt. 
Ptg. Office, 1951. 51 pp. Price, $.35. 

Motps ANp Man. Clyde M. Christensen. Min- 
neapolis, Minn.: University of Minnesota 
Press, 1951. 244 pp. Price, $4.00. 

Money MANAGEMENT—Your HEALTH DOLLAR. 
Chicago: Household Fiaance Corp., 1951. 
30 pp. $.05 ea. 

On Betnc INTELLIGENT. Ashley Montagu. New 
York: Henry Schuman, 1951. 236 pp. 
Price, $2.95. 

Microscopy. Principles AND APPLI- 
cations. Alva Bennett, Harold Osterberg, 
et al. New York: John Wiley, 1951. 320 
pp. Price, $7.50. 

PuysioLocy oF WorK AND Pray. A TEXTBOOK 
mn Muscutar Activity. Sarah R. Riedman. 
New York: Dryden Press, 1950. 584 pp. 
Price, $4.90. 

PREVENTION OF WxHoopiInc-CoucH By VACCI- 
NATION. Reprint from the British Medical 
Journal, Vol. 1, June 30, 1950. London: 
British Medical Association. 10 pp. 

REHABILITATION NEEDS OF PATIENTS IN PUBLIC 
TusercuLosis Hospitats Upstate NEw 
York, REPORT OF THE COMMITTEE ON. Al- 
bany, N. Y.: State Department of Health, 
1951. 28 pp. 

RosENAU’s PREVENTIVE MEDICINE AND Hy- 
cIeNE. Kenneth F. Maxcy (7th ed.). New 
York: Appleton-Century-Crofts, 1951. 1462 
pp. Price, $14.00. 

TENNESSEE REGIONAL INDUSTRIAL HEALTH 
ConFERENCE, Dec. 7-8, 1950. Nashville, 
Tenn.: Industrial Hygiene Service, State 
Department of Health. 55 pp. 

Texas Nurses In Review. A Survey OF 
Nursinc Sources AND RESOURCES IN THE 
STaTE oF Texas. Houston, Tex.: Founda- 
tion for Research and Development in 
Health Activities, Suite 209, Hermann Pro- 
fessional Building, 1951. 92 pp. 

Your Drasetes. A MANUAL FOR THE PATIENT. 
Herbert Pollack and Mary V. Krause. New 
York: Paul B. Hoeber, 1951. 212 pp. 
Price, $3.00. 
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Motion Picture Film Reviews 


Homer N. Catver, Film Review Editor 


Investment in Human Welfare. Pro- 
motes public understanding of the problems 
and achievements of the handicapped. 16 mm. 
Color. Sound. About 22 minutes. Produced 
for the State of West Virginia by Unifilms, 
Inc. A national version, sponsored by the 
Federal Security Agency, Office of Vocational 
Rehabilitation, Washington 25, D. C., can be 
obtained from that office for free loan. 
Prints for purchase at $150. 


Unlike many rehabilitation films, 
“Investment in Human Welfare’ suc- 
ceeds in its objective of creating a better 
understanding of vocational rehabilita- 
tion. It gives a well-rounded demonstra- 
tion of the ability of the handicapped to 
compete in a normal working environ- 
ment when properly guided and placed. 
Dramatization of this sort is a natural 
medium for presenting the emotional 
subtleties of patients’ problems, but the 
rehabilitation and employment process 
itself appears too complex for full 
demonstration through a single educa- 
tional film. 

Frequently, films overemphasize one 
handicap, one occupation, or one part 
of rehabilitation, leaving the onlooker 
with a limited idea of what the rehabili- 
tation process means. The present film 
overcomes this problem, at least in part, 
by depicting many types of the handi- 
capped on actual jobs in normal work 
situations. No disability is overempha- 
sized. On the contrary, those disabili- 
ties not usually portrayed, such as the 
cardiac, tuberculous, epileptic, and con- 
genital deformity, are shown along with 
the orthopedic and others. 

Nor is one area of occupations given 
too much footage. By depicting the 
handicapped on jobs from farm hand to 
top executive, the film succeeds in 
erasing the misconception that only cir- 
cumscribed occupations are suitable for 


the disabled. Note is made of the fact 
that handicaps sometimes work to the 
advantage of the individual when he 
is properly placed. 

The rehabilitation process itself is 
interwoven through the story of one dis- 
abled individual, but is confined to post- 
hospital rehabilitation. One wishes 
that a film so well constructed could tell 
the whole story, but again the complexi- 
ties of the problem are limited by the 
medium. 

Narrated by John Erickson, MGM 
star, with appropriate background music 
and scenic color, the film has the popular 
touch. It would stimulate any adult 
group and would be of especial value 
where employers compose a fair per- 
centage of the audience. 

HELEN K. VASSARDAKIS 


See Better: Healthy Eyes. 16 mm. 
Available in color or black and white. Sound. 
10 minutes. Produced by Coronet Films, 65 
E. South Water St., Chicago 1, Ill. Color 
prints about $90; black and white about $45. 
Consult film rental libraries for loan charges. 


The brief explanation in this film of 
the structure and function of the eye is 
appropriate for sixth, seventh, and eighth 
grade school children. The film is made 
interesting by showing examples of boys 
and girls with various common eye con- 
ditions. There follows some advice 
about taking care of the eyes through 
maintenance of good health (eating the 
right foods, getting the necessary amount 
of sleep, and cleanliness), following 
safety rules, and using the eyes properly. 
There is a good discussion of what the 
child should do if he has a foreign body 
in the eye. 

A portion of the film that should be 
of particular interest shows some of the 
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tests that are made as part of an eye 
examination by an oculist or optome- 
trist, and the difference between these 
two professions is explained, as well as 
the part the optician plays in providing 
good eye care. This film should be use- 
ful as a supplement to regular classroom 
instruction about eye care in the gracles 
for which it is intended. 
FRANKLIN M. Foote 


Your Birth Certificate. Why birth regis- 
tration is necessary, for the individual and for 
statistical purposes. 16 mm. Color. With 
sound. 15 minutes. Produced by the Texas 
State Department of Health, Austin, Tex. 
Distributed by Jamieson Film Company, 3825 
Bryan St., Dallas, Tex. Write them for pur- 
chase price of prints. Free loan in Texas; 
consult film rental libraries elsewhere. Re- 
leased for television. Audience leaflet from 
Texas State Health Department. 


To quote the good phrase recently 
coined by a state registrar, a birth cer- 
tificate is a deed to citizenship. In this 
film the Texas State Department of 
Health explains, in terms suitable for 
general audiences, why everyone needs 
a correct birth certificate and how it 
serves him in a variety of ways through- 
out his life. 

The picture begins attractively, with 
a prospective father and mother choosing 
a name—and showing the good sense to 
pick two, in case it’s a girl. After the 
baby is born (it happens to be twins), 
the camera moves rapidly over typical 
situations in which the birth certificate 
may be needed—to enter school, get 
certain types of jobs, obtain a driver’s 
or pilot’s license, vote, obtain a passport, 
marry, run for public office, enter cer- 
tain professions, inherit property, and 
qualify for various retirement and pen- 
sion benefits. The personal case for 
filing a birth certificate is an impressive 
one, and the film makes the most of it. 

Public health workers, of course, are 
interested in the derived statistics as well 
as in the individual birth records, since 
the statistics serve as a base for planning 
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and evaluating infant, child, and ma- 
ternal health*programs, for medical re- 
search, and for various economic and 
social programs. Because such statis- 
tics are only as good as the underlying 
individual records, every health depart- 
ment should do what it can to promote 
complete birth registration. 

This film, the first on this subject for 
general distribution, should prove an 
effective tool. HALBERT L. DUNN 


Projecting Motion Pictures. Tips for 
amateurs by professionals. 16 mm. Black and 
white. Sound. 10 minutes. Produced by the 
Motion Picture Division, University of Cal- 
ifornia, Los Angeles 24, Calif. Purchase price 
$45, with 10 per cent discount to educational 
institutions; for rent from the University at 
$2. 


This film offers a good orientation to 
the problems of projection. 

After establishing the importance of 
good projection and the fact that 
audiences demand a _ smooth-running 
show, the film takes the viewer through 
all the steps of projection. Step by 
step, it shows the projectionist setting up 
his equipment, testing and checking his 
setup, and exhibiting the film to an 
audience. 

It deals with such problems as the best 
placement of chairs, proper room dark- 
ening, distractions, placement of cables, 
loud-speakers, the proper way to start a 
projector, and how to prevent “off- 
focus” starts. It goes into more detail 
on keeping watch over the projector 
during the show and shows some of the 
common mishaps which can occur. The 
film assumes that the more simple tech- 
niques of operating a projector (such as 
threading, operating controls, etc.) are 
already known. 

While the film is specific in the step 
by step treatment, it is purposely lacking 
in the detail of many of these steps to 
induce the viewers to discover on their 
own the answer to such variables as the 
distance from projector te screen and 
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what size lens to use, the placement of 
seats for the best angle of viewing, etc. 
The narration is well paced and easily 


understood. Technically, it is a smooth 


production with good transitions and 
some commendable imagination in the 
choice of camera angles and pictorial 
composition. J. Ganz 


Multiple Screening. 16 mm. Black and 
white. Sound. 9 minutes. Produced for the 
Department of Health, Commonwealth of 
Pennsylvania, by Communications Materials 
Center, 413 W. 117th St., New York 27, N. Y., 
in association with Tempo Productions. Prints 
available at $35 each; rental $2.50. 

The objective of the film is to pre- 
sent multiple screening to doctors, pub- 
lic health workers, and community 
leaders. It is an animated documentary 
film which explains primarily the prob- 
lem and detection of chronic diseases, 
with the aid of cartoons, flow charts, and 
some live action shots. 

The story begins with Mr. and Mrs. 
Smith riding in a carriage some fifty 
years ago and facing a shorter span of 
life due to the hazards of smallpox, 
diphtheria, and typhoid. Mr. and Mrs. 
Smith of today are older, riding in the 
latest model automobile, and are pre- 
sented as in fairly good shape but with 
bulging waistlines, high blood pressure 
and problems of heart, and kidney dis- 
ease. The film presents the problem of 
detecting the presence of chronic illness 
in apparently well persons, not in indi- 
vidual screening programs but as a 
multiple screening program held in a 
health center. 

This program must be economical, 
fairly specific, easy to administer, and 
approved by the medical society. Mul- 
tiple screening is a community project. 
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Individual tests are tailor-made to fit 
each community’s needs, and each test 
is depicted as lasting 3 minutes. The 
personnel of the clinic consists of re- 
ceptionist, technicians, clerks, and a 
supervisor. Several hundred persons 
may be screened in a day. The film de- 
picts Mr. Smith going through the 
various test procedures and at the end 
of the session Mr. Smith is reminded 
that a report of positive findings will be 
sent to his private physician for inter- 
pretation, diagnosis, and treatment. 

The private practitioner is presented 
as in a dilemma, knowing that there are 
many cases of glaucoma, high blood 
pressure, heart disease, cancer and other 
chronic illness, but since he cannot 
advertise, he has no way of finding these 
cases in early stages and thereby offering 
them the best treatment. Multiple 
screening is presented as a means of 
combating the rise of chronic diseases in 
protecting the health of the people while 
they still have it. 

The dialogue of the film, by a male 
voice, is excellent and well modulated. 
Some of the action shots of the clinic 
are less well lighted than the studio- 
produced portion of the film. On the 
whole the film is of excellent quality, 
informative, and suitable for both 
physicians and the public. The film 
was well received by both professional 
and lay viewers. It offers a vivid pre- 
sentation which can be utilized by health 
department personnel in presenting the 
subject of multiple screening to medical 
societies and civic leaders. It is a film 
which could well be purchased by every 
health department desirous of promoting 
multiple screening. 

Viapo A. GETTING 
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Top Row. From left—Frederic A. Gibbs, M.D., Illinois Neuropsychiatric Institute, University of 
Illinois College of Medicine; William Gordon Lennox, M.D., The Children’s Medical Center, 
Boston; David M. Heyman, Chairman of the Board, Health Insurance Plan of Greater New 
York ; Ernest L. Stebbins, M.D., Chairman, A.P.H.A. Lasker Awards Committee; Karl F. Meyer, 
M.D., Director, The George Williams Hooper Foundation, University of California; George 
Baehr, M.D., Medical Director, Health Insurance Plan of Greater New York; Mr. Bernard 
Smith, Chairman of the Board, Alcoholic Foundation, New York; Bottom Row. From left— 
Mrs. Albert D. Lasker, of the Lasker Foundation; Florence R. Sabin, M.D., Denver; Elise 
L’Esperance, M.D., of the Sloan-Kettering Institute for Cancer Research, Memorial Hospital, 
New York; and Catharine Macfarlane, M.D., Woman’s Medical College, Philadelphia. 


THE LASKER AWARDS FOR 1951 


In the five years since their establish- 
ment, the Lasker Awards have come to 
be regarded among the nation’s primary 
medical honors. 


1951 marks the sixth annual presenta- 
tion of Lasker Awards by the American 
Public Health Association. The Lasker 
Awards are provided by the Albert and 


Mary Lasker Foundation to individuals 
and groups for outstanding contribu- 
tions in research related to diseases 
which are the main causes of death and 
disability, and for distinguished service 
in the field of public health administra- 
tion. 

The awards were conceived not only 
to honor the recipients and dramatize 
their accomplishments, but also to arouse 
increased professional and public interest 
in medical research and public health 
administration and to aid in the rapid 
dissemination of vital new health in- 
formation to the peoples of the earth. 


The following citations were presented 
to the recipients at the First General 
Session of the Association’s Annual 
Meeting at San Francisco on October 
31, 1951. Each recipient received a 
statuette of the Winged Victory, together 
with a beautiful leather-bound and il- 
luminated citation. Individual winners 
received checks for $1,000, which were 
equally divided between joint recipients. 

E. L. Stebbins, M.D., was Chairman 
of the Award Committee. The citations 
were presented by Hugh R. Leavell, 
M.D., Chairman of the A.P.H.A. Ex- 
ecutive Board, as follows: 
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FLORENCE R. SABIN, M.D., has the 
distinction of having crowded three distin- 
guished careers into one lifetime. First, her 
career as Professor of Histology at Johns 
Hopkins; second, the significant research she 
carried on at the Rockefeller Institute, par- 
ticularly in cytology, which led to important 
discoveries as to cellular responses; third, and 
for which we honor her today, the field of 
public health administration. Upon retirement 
from her earlier careers, she returned to her 
native State of Colorado, where she was 
shocked by the failure to apply knowledge de- 
veloped in the research laboratories to the 
prevention of disease and disability. 

In 1945 she was appointed Chairman of the 
Health Subcommittee of the Governor of 
Colorado’s Post-War Planning Committee. 
This marked the birth of a whirlwind. She 
soon obtained funds for a thoroughgoing study 
of health conditions in the State of Colorado. 
She organized a planning committee which 
worked diligently with her drafting a modern 
program of public health for the state, and the 
legislation to implement this plan. But recog- 
nizing the necessity for public support if such 
legislation were to be put into effect, from her 
“retirement” she undertook the almost super- 
human task of covering the state, explaining 
the importance and the urgency of health 
legislation. Of nine pieces of legislation which 
the plans required for implementation, all but 
one became law—an unprecedented legislative 
accomplishment. After several years of inten- 
sive activity and with the accomplishment of 
her major purpose, she was still unwilling to 
subside. With the election of a progressive 
government in the City of Denver, she again 
saw the possibility of further improving 
health conditions for the citizens of her home 
territory. She again accepted the challenge 
and became Director of Health and Charities 
of the City of Denver. Here again she gave 
unselfishly of her time and energy for the im- 
provement of the public health, and through 
the force of her enthusiasm and personality 
attracted a competent professional staff that 
has completely reorganized and developed the 
health services of that city. 

In recognition of these outstanding achieve- 
ments in the field of public health administra- 
tion, the American Public Health Association 
presents to Dr. Florence Sabin a Lasker Award 
for 1951. 


ELISE L’ESPERANCE, M.D., and CATH- 
ARINE MACFARLANE, M_.D., are the dis- 
cerning leaders who envisioned the control of 
cancer by regular physical examinations of 
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presumably healthy people for the detection 
of early cancer or precancerous lesions. 

Dr. L’Esperance, convinced of the im- 
portance of preventive methods to cancer con- 
trol, established the original Strang Clinic in 
1937. Through her persistent and sustained 
efforts, her clinics today offer service, training 
for young physicians, and research to facilitate 
prevention and early diagnosis. They are the 
proving grounds for new procedures. More- 
over, her principle of mass-scale health screen- 
ing and education of well people has reached 
out to discover early manifestations of other 
diseases, and has entered the curriculum of 
medical schools for the doctors of tomorrow. 

In the year following the establishment of 
Dr. L’Esperance’s first clinic, Dr. Macfarlane 
undertook a similar program. She organized 
the first cancer prevention clinic in Pennsyl- 
vania to determine, in presumably well women 
volunteers, the value of periodic partial ex- 
aminations in detecting cancer of the breast 
and uterus in an early and curable stage and 
in detecting lesions which may predispose to 
cancer. 

Today in the United States, 251 cancer 
detection clinics patterned after these pilot 
establishments attest to the vision, energy and 
accomplishment of the two pioneers who are 
here honored. For outstanding administrative 
achievement in the field of preventive medicine 
the American Public Health Association 
salutes Dr. Elise L’Esperance and Dr. Cath- 
arine Macfarlane through this joint Lasker 
Award. 


KARL F. MEYER, M_D., brilliant scientist, 
dynamic teacher, inspired humanitarian. His 
influence now extends over two generations of 
students of medicine, biology, and the allied 
sciences. His research and leadership have 
benefited all classes of people for four decades. 
His ubiquitous interest in the parasitic ene- 
mies of man and animal has led him to many 
parts of the world, opening to him the labora- 
tories and scientific literature of many lands, 
bringing him, and us, new knowledge of the 
ecology, chemistry, physiology, and pathology 
of both host and parasite. 

Among his accomplishments is a major 
share of responsibility for the control of 
botulism, and for a classification and inter- 
national identification center for the clostridia ; 
for our recognition that plague is sylvatic, not 
merely rat-borne; for understanding of the 
broad spectrum of brucellosis rather than 
restricted goat-borne Malia fever; for the con- 
cept of ornithosis rather than psittacosis; for 
elucidating the role of the arthropod vector 
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in western equine encephalomyelitis ; for show- 
ing that western ticks are also responsible for 
relapsing fever; for studying the dinoflagellate 
causing mussel poisoning; for increasing our 
knowledge of leptospirosis; for valuable 
assistance with investigations of Q fever. 

No ivory tower recluse, Karl Meyer has 
responded promptly and gratis to calls for 
help from physicians, scientists, health officers, 
farmers, fishermen, canners, the Military, and 
the United States Government. Inherent in 
his research is its application. To both he has 
applied himself with boundless energy and 
humanitarian generosity, to the great good of 
mankind. The American Public Health Asso- 
ciation honors itself in honoring Dr. Meyer 
with a Lasker Award. 


WILLIAM GORDON LENNOX, M_D., and 
FREDERIC ANDREWS GIBBS, 
These two investigators brought to the study 
of epilepsy an enthusiasm and sustained ability 
to put through a planned program of original 
research which has seldom been equaled in the 
study of a disease. Their work has opened a 
new era in the understanding of epilepsy. 

Dr. Lennox did ten years of ground work 
in the clinical, metabolic, pharmacological 
and social aspects of epilepsy before the intro- 
duction of the electro-encephalograph brought 
to his hands in 1933 a new instrument for 
specific study of the dysrhythmias of the 
brain. His writings have refined the diagnosis 
and improved the treatment of epilepsy; they 
have made it understandable to physicians and 
laymen. 

Dr. Gibbs joined Dr. Lennox in research on 
the cerebral circulation in 1932. He was quick 
to grasp the import of the electro-encephalo- 
graph. He mastered the new technique, im- 
proved it and applied it energetically. His 
originality and purposeful drive complemented 
Dr. Lennox’s broad training and medical wis- 
dom. Together they elucidated the pharma- 
cology and genetics of seizures. In his own 
laboratory Dr. Gibbs has contributed greatly, 
especially to knowledge of the relation of sleep 
and the temporal lobe to epilepsy. 

Their devoted labors have saved a host of 
sufferers from misery. 

The American Public Health Association 
recognizes their outstanding achievement 
through a joint Lasker Award. 


ALCOHOLICS ANONYMOUS. The Ameri- 
can Public Health Association presents a 
Lasker Group Award for 1951 to Alcoholics 
Anonymous in recognition of its unique and 
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highly successful approach to that age-old 
public health and social problem, alcoholism. 

Since its founding 16 years ago, Alcoholics 
Anonymous has brought recovery to more than 
120,000 chronic drinkers formerly thought 
hopeless. Today this world fellowship of 
4,000 groups, resident in 38 countries, is re- 
habilitating 25,000 additional persons yearly. 
In emphasizing alcoholism as an illness, the 
social stigma associated with this condition 
is being blotted out. 

Alcoholics Anonymous works upon the novel 
principle that a recovered alcoholic can reach 
and treat a fellow sufferer as no one else can. 
In so doing, the recovered alcoholic maintains 
his own sobriety; the man he treats soon 
becomes a physician to the next new applicant, 
thus creating an ever-expanding chain reaction 
of liberation, with patients welded together by 
bonds of common suffering, common under- 
standing and stimulating action in a great 
cause. 

This is not a reform movement, nor is it 
operated by professionals who are concerned 
with the problem. It is financed by voluntary 
contributions of its members, all of whom 
remain anonymous. There are no dues, no 
paid therapists, no paid professional workers. 

Historians may one day recognize Alcoholics 
Anonymous to have been a great venture in 
social pioneering which forged a new instru- 
ment for social action; a new therapy based 
on the kinship of common suffering; one 
having vast potential for the myriad other ills 
of mankind. 


HEALTH INSURANCE PLAN OF 
GREATER NEW YORK. It has become in- 
creasingly recognized that the benefits of 
modern medicine can be brought to the people 
most effectively through the pooling of health 
personnel and facilities in the group practice 
of medicine. 

To an unusual degree the basic validity of 
this principle has been demonstrated by the 
Health Insurance Plan of Greater New York 
in its use of medical groups to provide com- 
prehensive health care on a prepaid basis to 
more than a quarter of a million persons. 

The Health Insurance Plan of Greater New 
York has established and maintained high 
standards for the participation of practitioners 
and has submitted the quality of its services 
to critical self-appraisal and evaluation. It 
has emphasized the key role in group medical 
practice of the general physician who, working 
in close association with specialists and tech- 
nical personnel, can serve effectively as family 
physician concerned with all aspects of care 
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for the individual in health and in disease. 
Major attention has been given to the develop- 
ment of health education, public health 
nursing, health examinations and other 
methods designed to promote health and pre- 
vent illness. 

The American Public Health Association is 


honored to present a Lasker Group Award to 
the Health Insurance Plan of Greater New 
York for its courageous pioneering. There is 
no doubt that these patterns of medical 
organization and practice have enormous 
significance for the health services of the 
future. 


CLEVELAND IN 1952 
The 80th Annual Meeting will take place in Cleveland, Ohio, October 20-24, 1952. 
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ASSOCIATION NEWS 


Vice-Presidents : 


OFFICERS, 1951-1952 


President—Gaylord W. Anderson, M.D., Minneapolis, Minn. 
President-Elect—Wilton L. Halverson, M.D., San Francisco, Calif. 


Walter L. Bierring, M.D., Des Moines, Iowa 

Mac H. McCrady, Montreal, Quebec 

Hernan Romero, M.D., Santiago, Chile 
Treasurer—Charles Glen King, Ph.D., New York, N. Y. 
Chairman of Executive Board—Hugh R. Leavell, M.D., Boston, Mass. 
Executive Secretary—Reginald M. Atwater, M.D., New York, N. Y. 
New Members of Executive Board: 

Herman E. Hilleboe, M.D., Albany, N. Y. 

Roy J. Morton, Oak Ridge, Tenn. 

Joseph W. Mountin, M.D., Washington, D. C. 


GayLorp W. ANDERSON, M.D., PRESIDENT OF THE AMERICAN PUBLIC 
HEALTH ASSOCIATION 


Gaylord W. Anderson, M.D., Dr.P.H., 
of Minneapolis, Minn., Mayo Professor 
and Director, School of Public Health, 
University of Minnesota, assumed the 
Presidency of the Association at the 
close of the 79th Annual Meeting in San 


Gaylord W. Anderson, M.D. 


Francisco, Calif., on November 2, hav- 
ing served as President-Elect since 1950. 

Dr. Anderson, who is a native of 
Minneapolis, was graduated from Dart- 
mouth College, following which he was 
a student at the Sorbonne in Paris and 
the University of Zurich, as well as at 
the Harvard Graduate School. He re- 
ceived his M.D. from Harvard in 1928 
and his Doctorate in Public Health from 
the same institution in 1942. 

On completion of his internship in the 
Albany, N. Y., Hospital, Dr. Anderson’s 
commitment to public health became 
manifest with his appointment as epi- 
demiologist in the Division of Com- 
municable Diseases in the Massachusetts 
Department of Public Health, following 
which he became Assistant Director and 
later Director of the Division, as well as 
Deputy Commissioner of Public Health 
from 1931 to 1937. During the same 
period he was an Assistant in Public 
Health Administration at the Harvard 
School of Public Health and Executive 
Secretary of the Massachusetts Legisla- 
tive Commission to investigate public 
health laws and policies, 1935-1937. 
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In 1937, he became Professor and 
Head of the Department of Preventive 
Medicine and Public Health at the Uni- 
versity of Minnesota. With the reor- 
ganization of the Department into a 
School of Public Health, Dr. Anderson 
was named as Director and appointed to 
the newly established Mayo professor- 
ship. From 1942 to 1945 he served 
with the Medical Corps of the U. S. 
Army as Director of the Division of 
Medical Intelligence, advancing to the 
rank of Colonel. He was decorated with 
the Legion of Merit. 

Dr. Anderson became a member of the 
American Public Health Association in 
1930 and a Fellow of the Epidemiology 
Section in 1934. He is also identified 
with the American Epidemiological So- 
ciety (President, 1950-1951) and with 
the American Medical Association. 

He is co-author of a volume Com- 
municable Disease Control with Mar- 
garet G. Arnstein, and a co-author of 
Volumes I and II of Global Epidemiol- 
ogy, representing sustained studies be- 
gun in the Office of the Surgeon General, 
U. S. Army, and since continued in as- 
sociation with James Stevens Simmons, 
Tom F. Whayne, and H. H. Horack. He 
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is the author of numerous articles pub- 
lished in professional journals in the 
fields of epidemiology and public health 
administration. 

Dr. Anderson on two occasions has 
served as an Elective Councilor with the 
Association and has been Vice-Chairman 
and Chairman of the Epidemiology Sec- 
tion. He has served conspicuously as a 
member of the Committee on Profes- 
sional Education, having special interest 
in the accreditation of schools of public 
health and in the development of field 
training areas. 

Dr. Anderson has served as a special 
adviser to the World Health Organiza- 
tion on public health man power and on 
several occasions has visited Latin Amer- 
ican countries as a representative of the 
United States concerned with medical 
and public health education and the 
training of graduate students. 

Dr. Anderson is also President of the 
Association of Schools of Public Health 
and is well known as a consultant to 
universities on problems relating to pro- 
fessional education of persons in public 
health as well as a consultant to 
various agencies on problems of epi- 
demiology. 


RESOLUTIONS 


The following Resolutions were unanimously adopted by the Association at the Seventy-ninth 
Annual Meeting in San Francisco, Calif., October 31, 1951. 


APPRECIATION TO EXHIBITORS 


RESOLVED, that the American Public Health 
Association expresses its grateful apprecia- 
tion to those who have presented at its 
Seventy-ninth Annual Meeting the excellent 
exhibits, both scientific and technical, which 
are of great interest and value to the public 
health profession and which contribute so 
materially to the success of the Meeting. 


APPRECIATION TO THE PRESS, RADIO AND TELE- 
VISION NETWORKS 


RESOLVED, that the American Public Health 
Association acknowledges its indebtedness to 
the press, and radio and television networks, 


national, state, and local, for excellent serv- 
ice in carrying to the people of America the 
important events of the Seventy-ninth An- 
nual Meeting. 


APPRECIATION TO OFFICIALS AND GROUPS 


RESOLVED, that the American Public Health 
Association expresses its grateful apprecia- 
tion to the San Francisco Committee and 
the agencies represented thereon for their 
gracious hospitality, and be it further 

RESOLVED, that the warm thanks of officers 
and members be extended to J. C. Geiger, 
M.D., Chairman of the San Francisco Com- 
mittee, and his colleagues on the committee 
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for their many courtesies, generous contri- 
butions of time and energy, and their 
efficiency in making provisions for this 
meeting and in the conduct thereof. 


THANKS TO THE HOTELS 


RESOLVED, that the American Public Health 
Association expresses its appreciation to the 
Palace Hotel, the Hotel Whitcomb, the 
Fairmont Hotel, and all other San Fran- 
cisco hotels that opened their doors to the 
Association, and for their valuable assis- 
tance in the conduct of the Seventy-ninth 
Annual Meeting. 


THANKS FOR SPECIAL PRIVILEGES EXTENDED 


Of unusual interest and value to the partici- 
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pants at this Seventy-ninth Annual Meeting 
have been the many opportunities to see 
at firsthand many of the scientific and in- 
dustrial features of the San Francisco area. 

RESOLVED, that the American Public Health 
Association expresses its sincere thanks to 
the agencies of San Francisco and the Bay 
Area, and to those industrial organizations 
that have made their services available for 
the special benefit of members. 


IN MEMORIAM 


RESOLVED, that it is with a sense of irreparable 
loss that the American Public Health Asso- 
ciation records, since its last Annual Meeting, 
the death of 83 Fellows and members, whose 
names constitute a part of this resolution. 


Deceased Members and Fellows of the American Public Health Association, 
November, 1950, to September, 1951, inclusive 


NAME 
Addison D. Aldrich, M.D., Houghton, Mich. 
Beatrice H. Allison, M.T., Lockport, N. Y. 
Elin L. Anderson, M.A., Washington, D. C. 
Dr. Juan B. Ascanio, Caracas, Venezula, S. A. 
Eugene L. Bishop, M.D., Chattanooga, Tenn. 


Joseph Blickensderfer, M.D., New Philadelphia, Ohio 


B. S. Bookstaver, M.D., Teaneck, N. J. 
Waldo M. Bowman, Toledo, Ohio 

Andrew Carney, Westfield, N. J. 

Alexander M. Carr, M.D., Lewisburg, W. Va. 
Harold T. Castberg, M.D., Chicago, II. 


William R. P. Clark, M.D., San Francisco, Calif. 


John Collinson, M.D., Dr.P.H., Baltimore, Md. 
G. M. Cooper, M.D., LL.D., Raleigh, N. C. 
John C. Danahy, M.D., Cincinnati, Ohio 
George L. Davis, Mineola, N. Y. 

Christopher L. Devitt, Jersey City, N. J. 
Cranford H. Douthirt, M.D., Santa Fe, N. M. 
Joseph M. Dowis, M.D., Grapevine, Tex. 
Thomas M. Dugan, McKeesport, Pa. 

Martin Dupray, M.S., Hutchinson, Kans. 

Karl C. Eberly, M.D., Fort Wayne, Ind. 

J. W. Ellms, Cleveland, Ohio 

Celia M. Ferguson, R.N., Columbus, Ohio 
Carlos Diez Fernandez, M.D., Venezuela, S. A. 


Fernando Figueredo, M.D., Valencia, Venezuela, S. A. 


Helen Fisher, Portland, Ore. 

Ruth Foster, M.D., New York, N. Y. 
Harry B. Franchere, M.D., Albany, N. Y. 
Lauro S. Garcia, M.D., Boston, Mass. 

C. A. Greenleaf, M.D., Olean, N. Y. 
Robert B. Griffin, M.D., Ripley, Tenn. 


Germaine A. Guntzer, M.D., M.P.H., Honolulu, Hawaii 


Percy R. Howe, D.DS., Boston, Mass. 
Katharine M. Howell, M.D., Chicago, II. 
Harold O. Hunt, M.D., Falmouth, Mass. 
Lawrence R. Jacobus, M.D., Oakland, Calif. 


MEMBER FELLOW 


1944 
1950 
1945 
1930 
1921 
1926 
1950 
1915 
1938 
1935 
1942 
1932 
1927 
1919 
1947 


1924 
1932 
i922 Charter 


1949 
1945 


1929 
1949 


1922 Charter 


1922 Charter 


1950 

1919 

1936 

1940 

1932 

1917 

1936 

1897 

1947 

1948 
1924 

1945 

1949 

1935 

1951 

1950 

1940 
190 

1929 

1933 

1948 

1940 
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NAME MEMBER FELLOW 
Benjamin C. Keeping, M.D., D.P.H., Charlottetown, P.E.I. 1931 
George McL. Lawson, M.D., Dr.P.H., Charlottesville, Va. 1930 1939 
Leon S. Lippincott, M.D., Daytona Beach, Fila. 1914 1923 Charter 
Joseph I. Linde, M.D., New Haven, Conn. 1935 1939 
Hazel L. Loveland, R.N., Topeka, Kans. 1938 
Ray R. Lowther, M.D., Denver, Colo. 1948 
Walter J. Maddock, Bismarck, N. D. 1950 
Hector C. McAllister, M.D., Fort Wayne, Ind. 1928 
F. D. McMahon, Phoenix, Ariz. 1950 
Florence Meredith, M.D., Watertown, Mass. 1921 1932 
Mrs. Marion K. Meter, New York, N. Y. 1944 
Theodore R. Meyer, M.D., Dr.P.H., Sag Harbor, L. I., N. Y. 1932 1940 
J. E. Offner, M.D., Fairmont, W. Va. 1945 
Josephine Osterhoudt, M.S., Chicago, Il. 1949 
Calvin G. Page, M.D., Brookline, Mass. 1914 1922 Charter 
William B. Palmer, Orange, N. J. 1916 1929 
John B. Pastore, M.D., New York, N. Y. 1946 
J. Armand Patenaude, D.P.H., M.D., Quebec, Canada 1931 
Manuel A. Perez, San Juan, Puerto Rico 1947 
Lewis Radcliffe, Sc.D., Washington, D. C. 1937 1940 
Lonsdale J. Roper, M.D., Richmond, Va. 1919 1922 Charter 
Ida W. Rothschild, M.D., New York, N. Y. 1949 
Herbert F. Salmond, Westfield, Mass. 1910 
Carl A. Scherer, M.D., Marysville, Calif. 1933 
Walter W. Scofield, Trenton, N. J. 1938 
John D. B. Scott, Victoria, B. C., Canada 1939 
Mary M. Scott, R.N., Topeka, Kans. 1949 
Frederick Smith, M.B., Montreal, Que., Canada 1933 
Ray E. Smith, Indianapolis, Ind. 1947 
Hermann Sommer, Ph.D., San Francisco, Calif. 1943 
Malcolm H. Soule, Sc.D., Ann Arbor, Mich. 1930 1934 
G. H. de Paula Souza, M.D., Dr.P.H., Sao Paulo, Brazil, S.A. 1919 1944 
Frank S. Stafford, M.S., Washington, D. C. 1942 
L. Phelps Stanley, M.D., South Charleston, W. Va. 1947 
E. G. Stillman, M.D., Cornwall, N. Y. 1919 1923 Charter 
George W. Stober, M.D., Cleveland, Ohio 1949 
John Sundwall, M.D., Ann Arbor, Mich. 1919 1923 Charter 
Lewis K. Sweet, M.D., Washington, D. C. 1936 
S. C. Tatum, Center, Ala. 1936 
Mrs. Marietta B. Tawney, M.A., Urbana, III. 1942 
Paul A. Turner, M.D., Louisville, Ky. 1921 1922 Charter 
Thomas F. Walker, M.D., Great Falls, Mont. 1944 
G. T. Wasson, M.D., Bucyrus, Ohio 1920 
Virginia R. Wing, Cleveland, Ohio 1926 1934 
John J. Wittmer, M.D., New York, N. Y. 1935 1943 
John A. Wolcott, Oil City, Pa. 1944 
THANKS FOR USE OF AUDITORIUMS the Department of Public Health of the City 


’ and County of San Francisco for the use 

In a meeting as large as that of the Annual of the Public Health Auditorium, and to the 

Meeting of the American Public Health City of San Francisco for the use of the 
Association, provision of adequate meeting Civic Center Auditorium. 


places is a major problem. The Association 


notes with gratitude the special courtesies EVALUATION 


extended in making special meeting halls 
available for the use of the Association. 


OF SANITATION PROGRAMS 


WHEREAS, difficulty has been experienced in 
evaluating certain sanitation programs be- 

RESOLVED, that the American Public Health cause of the lack of suitable measures of 
Association extends its heartfelt thanks to accomplishment, and 
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WHEREAS, additional uniform standards would 
aid materially in the measurement of sani- 
tation accomplishment, and 

WHEREAS, many types of programs within 
the broad field of sanitation are being con- 
ducted without the benefit of nationally 
recommended standards, therefore be it 

RESOLVED, that the Public Health Service, the 
National Sanitation Foundation, and other 
appropriate organizations be requested to 
expand their programs toward developing 
standards for the various phases of sanita- 
tion. 


DEFINITION OF “NEONATAL” 


WHEREAS, the period “under 28 days” is used 
by the U. S. National Office of Vital Sta- 
tistics and by various foreign countries as 
the definition of the term “neonatal,” and 

WHEREAS, this period has also been used to 
define certain categories in the International 
Statistical Classification of Diseases, Injuries 
and Causes of Death, and is consistent with 
the age groupings provided for mortality 
tabulations in WHO Regulation No. 1, be it 
therefore 

RESOLVED, that the American Public Health 
Association recommend that the term 
“neonatal” be defined as applying to the 
period of life following delivery of less than 
28 completed days, and that the various 
agencies concerned be urged to adopt this 
definition as standard. 


TRANSFER OF RESPONSIBILITIES FOR 
INDIAN AFFAIRS 


WHEREAS, the Bureau of Indian Affairs is re- 
sponsible for the operation of 62 hospitals 
in Continental United States and Alaska for 
the exclusive care of American Indians, and 
is obligated to staff these hospitals with 
physicians and nurses to provide adequate 
public health services, medical and hospital 
care for the protection and promotion of the 
health of Indians, and 

WHEREAS, the low salaries paid physicians 
serving in Indian hospitals under Civil 
Service appointments, the isolation of In- 
dian Service stations where consultant 
service is unavailable, the lack of postgradu- 
ate training to prepare physician employees 
for Specialty Boards and other factors have 
made it impossible for the Bureau of Indian 
Affairs to recruit professional personnel to 
staff adequately Indian hospitals at any time 
over a period of many years, and 

WHEREAS, none of the 62 hospitals now op- 
erated by the Bureau of Indian Affairs is 
recognized by the American Medical Asso- 
ciation for the training of internes or other- 
wise as teaching hospitals, and 
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WHEREAS, the lack of adequate medical care 
and public health and hospital facilities for 
the care of Indians is contributing to un- 
usually high disease and death rates among 
the American Indians as a racial group, 
therefore be it 

RESOLVED, that the American Public Health 
Association endorses and recommends the 
transfer, by legislative action, of all health 
activities of the Bureau of Indian Affairs to 
the Public Health Service, the public (field) 
health services to be made a responsibility 
of the respective states in which Indians 
reside, and the Bureau of Indian Affairs 
hospitals to be staffed and operated by the 
Public Health Service as Public Health 
Service Hospitals. 


EVALUATION OF RURAL SCHOOL HEALTH 
SERVICE METHODOLOGY 


WHEREAS, direct experimentation and research 
in urban school health services have resulted 
in fundamental reorientation of these serv- 
ices in many cities, and 

WHEREAS, such experimentation and research 
have not been extended to rural areas, and 

WHEREAS, extension of the implications of this 
research to rural areas has been based largely 
on assumption of comparability and appli- 
cability, therefore be it 

RESOLVED, that the attention of the Joint Com- 
mittee on School Health of the Public Health 
Service, Children’s Bureau, and Office of 
Education be directed to this situation, and 
be it further 

RESOLVED, that the Committee be asked to 
sponsor planned studies in the evaluation of 
methodology in rural school health service. 


FINANCIAL SUPPORT OF PUBLIC HEALTH 
ACTIVITIES 


WHEREAS, the demands for additional funds 
for defense mobilization have increased the 
difficulties of adequately financing public 
health activities, and 

WHEREAS, present defense mobilization is im- 
posing additional burdens upon _ public 
health agencies, and 

WHEREAS, public health agencies are finding it 
increasingly difficult to continue even exist- 
ing programs in view of increasing costs, and 

WHEREAS, there has been a _ tendency for 
Congress, state legislatures, and other ap- 
propriating bodies to decrease the funds 
available for general and special public 
health programs, and 

wHeEreas, the American Public Health Asso- 
ciation supports the concept that the 
national interest requires adequate support 
of public health programs, now therefore be 
it 
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RESOLVED, that the American Public Health 
Association reaffirm its stand for continuing 
adequate financial support for public health 
programs, and be it further 

RESOLVED, that Congress, state legislatures, and 
other official appropriating bodies in this 
time of emergency be requested to provide 
the funds necessary to maintain the public 
health services essential for the protection 
and well-being of the public. 


RESEARCH IN HEALTH EDUCATION 


WHEREAS, the greatest advances in public health 
work have been made in those fields where 
research has provided a basis for program 
planning, and 

WHEREAS, research in the field of biological 
sciences has made notable advances possible 
in public health practice, and 

WHEREAS, health education is based in part 
on the social sciences and methods of re- 
search have been developed in these sciences, 
and 

WHEREAS, the American Public Health Asso- 
ciation has given important and necessary 
support to programs of research in the 
biological sciences, now therefore be it 

RESOLVED, that the American Public Health 
Association urges the Public Health Methods 
Study Section of the Public Health Service 
of the Federal Security Agency and such 
other agencies as may have an interest in 
this field to develop, promote and support 
programs of research in health education. 


HEALTH DEMONSTRATIONS FOR FOREIGN 
VISITORS 


WHEREAS, there are now well established pro- 
grams for bringing visitors from abroad to 
observe public health practices in our 
country, and 

WHEREAS, the staffs of many of our state and 


local health departments who are called 
upon to demonstrate services are desirous of 
conducting this program in the most in- 
telligent and effective manner possible, and 

WHEREAS, it is believed that these efforts might 
be vastly more effective if the departments 
were better informed on the public health 
needs, the practices, and the available facili- 
ties in the home countries of our visitors, 
therefore be it 

RESOLVED, that the sponsoring agencies of the 
public health visitation programs be urged 
to give specific study to present demonstra- 
tion methods and programs and advise the 
participating departments on the most 
effective practices. 


CONTINUING DEVELOPMENT OF FULL-TIME PUB- 
LIC HEALTH SERVICES IN LOCAL AREAS 


WHEREAS, there are still substantial areas of 
the United States, occupied by some 40 
millions of people, which are without the 
protection of full-time local health services, 
and 

WHEREAS, the continuing lack of such pro- 
tective services constitutes a hazard to the 
residents of these areas and the traveling 
public, and 

WHEREAS, the activities of many organizations 
under the leadership of the National Health 
Council have made the advantages of full- 
time public health services widely known, 
and 

WHEREAS, the establishment of full-time local 
health service is at times a problem involv- 
ing governmental reorganization and diffi- 
cult financing, therefore be it 

RESOLVED, that the American Public Health 
Associat‘on commend the activities of the 
National Health Council and its associated 
organizations for the efforts expended, with 
the hope that such efforts will continue 
unabated. 


NEW A.P.H.A. MEMBERSHIP DIRECTORY 
A new Directory of members, Fellows, 
and other constituents of the American 
Public Health Association, the first since 
1946, is being published. A joint project 
of the Association and Health Publica- 
tions Institute, Inc., the new volume is 
scheduled to appear late in December. 
The main portion of the Directory will 
contain an alphabetical listing of the 
name, address, degree, current position 


and title, membership classification, and 
Section affiliation. The new edition 
differs from its predecessor in that the 
alphabetical listing will contain all the 
biographical and address information. 
Heretofore, this information was listed 
in the geographical section. 

A complete roster of all names will 
also be classified in a geographic section. 

The Association was responsible for 
the compilation and the complete con- 
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tent of the Directory, based on informa- 
tion supplied by the members them- 
selves, and supplemented by information 
available from Association files and 
records. 

The publication, sale, and distribu- 
tion of the Directory will be handled by 
Health Publications Institute, Inc., 
Raleigh, N. C. The Institute, which is 
a non-profit publisher of health educa- 
tion materials, announces that the price, 
based on cost, will be $5.00 per copy. 
Orders should be sent directly to the 
Institute in Raleigh. 
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RISE IN ASSOCIATION DUES EFFECTIVE 
JANUARY 1, 1952 


Recognizing the rising costs of pro- 
viding services to members of the Asso- 
ciation, among them the American 
Journal of Public Health, the Governing 
Council at its meeting in San Francisco 
on October 31, 1951, amended the By- 
Laws to establish annual membership 
dues at $10 and Fellowship dues at $15, 
as of January 1, 1952. The subscription 
fee’ of the Journal was established at 
$10. 


APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. 


requested affiliation with the Sections indicated. 


Health Officers Section 

Jean C. Antonmattei, M.D., 102% E. 4th St., 
Hobart, Okla., Medical Director, Kiowa- 
Tillman Counties Health District 

A. F. Balkany, M.D., M.B., Dawson Creek, 
B. C., Canada, Medical Officer of Health, 
Peace River Health Unit 

Catherine M. Balkema, M.D., 300 Main St., 
Lafayette, Ind., Member, Lafayette City 
Board of Health 

Stevens Byars, M.D., 624 S. Sixth St., Union 


City, Tenn., Director, Lake-Obion Dist. 
Health Dept. 
George W. Hicks, M.D., Jackson County 


Health Dept., Pascagoula, Miss., Director 

Victor H. Hough, M.D., MS., Box 175, Inde- 
pendence, Calif., Public Health Officer, Inyo 
County Health Dept. 

Nancy E. Lautzenheiser, M.D., Keams Canyon, 
Ariz., Senior Reservation Medical Officer, 
U. S. Indian Service 

Chester L. Nayfield, M.D., Jefferson County 
Health Dept., P. O. Box 152, Monticello, 
Fla., Health Officer 

O. E. Puckett, M.D., County Health Office, 
Carlsbad, N. M., District Health Officer 

M. P. G. Rawlinson, B.M., D.P.H., Box 492, 
Stettler, Alta., Canada, Medical Officer of 
Health, Stettler-Camrose Health Unit 

Russell E. Teague, M.D., M.P.H., South Office 
Bldg., Harrisburg, Pa., Secy. of Health, State 
Dept. of Health 

Siegfried Wagner, M.D., Neufahrn Bei Freising 
OBB, U. S. Zone, Bavaria, Germany, Health 


They have 


Officer, Freising City and County Health 
Dept. 

Jack J. Williams, M.D., M.P.H., 130 S. Amer- 
ican St., Stockton, Calif., Asst. Dist. Health 
Officer, San Joaquin Local Health District 


Laboratory Section 

Hester A. Austin, Health Bureau Laboratories, 
Medical School, Rochester 20, N. Y., Reprint 
Librarian, Dept. of Bacteriology, Univ. of 
Rochester Medical School 

Mary L. Banks, 710 McKinley Ave., Mont- 
gomery, Ala., Assoc. Bacteriologist, State 
Health Dept. 

Thelma B. Bruce, 4622 Edgewood Ave., Oak- 
land 10, Calif., Cytologist, Alameda County 
Health Dept. 

Warren S. Dobson, M‘S., 318 E. Locust St., 
Bloomington, IIl., Training Officer and Asst. 
Sanitarian (R), Bloomington Field Training 
Center, Public Health Service 

Thelma Gosney, 1655 Rodney Drive, Los 
Angeles 27, Calif., Director of Control, 
Courtland Laboratories 

Arthur E. Greene, M.Sc., 2019 Bleigh Ave., 
Philadelphia 15, Pa., Student, Philadelphia 
College of Pharmacy and Science 

Maynard S. Hart, M.D., 415 E. Yandell, El 
Paso, Tex., Clinical Pathologist, Hotel Dieu 
Hospital 

Doris H. Lasater, 139 Lunado Way, San Fran- 
cisco, Calif., Bacteriologist, City Health 
Dept. 

Esther V. Laue, 1122 Grand St., Alameda, 
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Calif., Public Health Bacteriologist, Alameda 
City Health Dept. 

Constance Mountain, Bender Hygienic Labo- 
ratory, 136 S. Lake Ave., Albany, N. Y., 
Chief Bacteriologist 

Emogene L. Simmonds, 213 East Henley St., 
Olean, N. Y., Senior Bacteriologist, Catta- 
raugus County Health Dept. 


Statistics Section 

Roberto Fuentes, Bureau of Cancer Control, 
Dept. of Health, San Juan, P.R., Biome- 
trician 

William D. Hickerson, M.D.,° Med. Dept., 
Union Central Life Insurance Co., 3rd and 
Vine Sts., Cincinnati, Ohio, Asst. Medicai 
Director 

Carl F. Kossack, Ph.D., Statistical Laboratory, 
Purdue Univ., Lafayette, Ind., Director, Sta- 
tistical Laboratory and Professor of Mathe- 
matics 

Arline Lewis, 655 Powell St., San Francisco 2, 
Calif., Asst. Public Health Analyst, State 
Dept. of Public Health 

Marie K. E. Nordsieck, 607 South J. St., Rich- 
mond, Ind., Public Health Specialist, Public 
Health Service 

Evelyn Seaver, 900 Public Safety Bldg., Seat- 
tle, Wash., Supervisor, Dept. of Public 
Health Statistics, Seattle-King County 
Health Dept. 


Engineering Section 

Daniel J. Allison, P. O. Box 6506, Houston 
5, Tex., Chief Engineer, Ayrshire Corp. 

Simon H. Ash, E.M., 8406 Galveston Rd., 
Silver Spring, Md., Chief, Safety Branch, 
Bureau of Mines, U. S. Dept. of Interior 

Richard D. Coleman, M.S.S.E., Bureau of Vec- 
tor Control, 2180 Milvia St., Berkeley, 
Calif., Sanitary Engineer, Public Health 
Service 

James B. Coulter, 4 Chalmers Court, Green- 
hills, Ohio, Asst. Sanitary Engineer, Public 
Health Service 

Robert D. Cowan, Box 197, Temple Village, 
Alexandria, Va., Public Health Engineer, 
District of Columbia Health Dept. 

Edwin S. Doyle, 1950-6th St., Berkeley 2, 
Calif., Sanitarian, National Canners Assn. 
Western Branch Research Laboratory 

Morton I. Goldman, M.S.E., Public Health 
Service, 1014 Broadway, Cincinnati, Ohio, 
Asst. Sanitary Engineer and Lecturer, Ra- 
diological Health Training Section 

Frank P. Henry, 15 Elmira St., Brighton 35, 
Mass., Inspector, Boston Health Dept. 

Francis W. Montanari, M.C.E., Apartado 23- 
Bis, Mexico City, Mexico, Chief Engineer, 
Mexican Field Party, Health and Sanitation 


Division, Institute of Inter-American Affairs 

John P. Nordin, 1760 East 62nd St., Seattle 5, 
Wash., Sanitarian, Seattle-King County 
Health Dept. 

Curtis E. Richey, MS., 441 Federal Office 
Blidg., San Francisco 2, Calif., Asst. Basin 
Engineer, Public Health Service 

William J. Schreibeis, 1065 Bush St., San 
Francisco, Calif., J. A. Sanitary Engineer, 
Public Health Service 


Industrial Hygiene Section 

James Q. Gant, Jr., M.D., 1726 M. St., N.W., 
Washington 6, D. C., Private Practice of 
Dermatology 

Otto T. Mallery, Jr., M.D., University Hos- 
pital, Ann Arbor, Mich., Director, Institute 
of Industrial Health, Univ. of Michigan 

Charles C. Scoles, 1283 Poplar St., Denver, 
Colo., Sanitarian II, Dept. of Health and 
Hospitals, City and County of Denver 


Food and Nutrition Section 

R. Paul Elliott, M.S., Rm. 512 Federal Office 
Bldg., San Francisco, Calif., Bacteriologist, 
U. S. Food and Drug Administration 

Rebecca J. Grass, M.S., 213 Hickox, Santa Fe, 
N. M., Asst. in Home Economics Research, 
New Mexico College of Agriculture and 
Mechanic Arts 

Mary E. Sullivan, Cleveland District Dairy 
Council, Cleveland, Ohio, Director 

Kathleen Thody, 101 Grove St., San Francisco, 
Calif., Nutritionist, San Francisco Dept. of 
Public Health 

Joan M. Woodhill, D.Sc., 2 Locksley St., 
Killara, New South Wales, Australia, Re- 
search Fellow, King George and Queen Mary 
Maternal and Infant Welfare Foundation 


Maternal and Child Health Section 

Harry Bakwin, M.D., 132 East 71 St., New 
York 21, N. Y., Professor of Clinical Pe- 
diatrics, New York Univ. 

Adriane V. Duffy, M.S., Box 28, Williston, Vt., 
Medica! Social Work Consultant, State 
Health Dept. 

Donald Harting, M.D., M.P.H., 69 W. Wash- 
ington St., Chicago 2, Ill., Regional Medical 
Director for Chicago, U. S. Children’s 
Bureau 

Harold I. Tarre, M.D., 3810 Atlantic Ave., 
Long Beach 7, Calif., Pediatrician, Los 
Angeles County Health Dept. 

Gabrielle Woloshin, 113 Howe St., Chicago, 
Ill., Student, Yale Dept. of Public Health 


Public Health Education Section 
Helen K. Bass, M.S.P.H., 1240 Neidt, Colum- 
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bia, S. C., Health Educator, South Carolina 
Tuberculosis Assn. 

Donald A. Beegle, M.S., 538 N. E. Ivy St., 
Portland 12, Ore., Health Educator, Clacka- 
mas County and Multnomah County Tuber- 
culosis and Health Assns. 

Margaret E. Blaney, 467 O'Farrell, San Fran- 
cisco, Calif., Program Director, California 
Division, American Cancer Society 

Patricia E. Cauley, M.Ed., 8 Carruth St., 
Dorchester, Mass., Health Education Co- 
ordinator, Boston Health Dept. 

Edna L. Foster, Box 1321, Juneau, Alaska, 
Health Education Technician, Alaska Dept. 
of Health 

Dorothy C. Frost, J.D., 611 S. Lorraine Blvd., 
Los Angeles 5, Calif., Exec. Secy., Venereal 
Disease Council 

Marjorie M. Harrison, M.P.H., 224 South 21st 
St., San Jose, Calif., Health Educator, San 
Jose City Health Dept. 

Robert J. Hohman, 1043 Seminary Ave., St. 
Paul, Minn., Health Educator II, State 
Dept. of Health 

Helen A. Kardys, 839 Howard Ave., New 
Haven, Conn., Student, Yale Dept. of Public 
Health 

Tadao Miyasaka, M.D., 1-172 Amanuma, 
Suginami-Ku, Tokyo, Japan, Technical 
Official, Health Center Section, Public Sani- 
tation Bureau, Ministry of Welfare 

Irma Z. Rodenhouse, M.S., 4808 Burke Ave., 
Seattle 3, Wash., Health Education Teacher, 
Seattle Public Schools 

Eldra Shulterbrandt, Ed.M., Dept. of Health, 
St. Thomas, Virgin Islands, Psychologist 

G. Elizabeth Vogel, M.P.H., Rm. 409, 45 
Second St., San Francisco, Calif., Assoc. in 
Social Research, California Tuberculosis and 
Health Assn. 

Lloyd L. Wagnon, MS., 642 North Sth, 
Milwaukee 3, Wis., Milwaukee County 
Program Secy., Wisconsin Heart Assn. 

Harry Wettig, Jr., 547 North and South Rd., 
University City 5, Mo., Public Health Ad- 
visor, Venereal Disease Division, Public 
Health Service 

Mary H. Williamson, M.A., 115 S. Ellsworth 
Ave., San Mateo, Calif., Exec. Secy., San 
Mateo County Tuberculosis and Health 
Assn. 

Ferne Willis, M.P.H., Muscogee County Health 
Dept., P. O. Box 229, Columbus, Ga., 
Health Educator 

Florence R. Wyckoff, Rt. 5, Box 507, Watson- 
ville, Calif., Member, California State Youth 
Committee 

Patricia Yelle, 532 Worcester St., Wellesley 

Hills 82, Mass., Health Educator, Massa- 

chusetts Division, American Cancer Society 


AMERICAN JOURNAL 


Dec., 1951 


oF PuBLIc HEALTH 


Public Health Nursing Section 

Bernice J. Agar, R.N., Sandia Base Public 
Health Dept., Albuquerque, N. M., Army 
Public Health Nurse 

Irene F. Anderson, Box 133, Loma Linda, 
Calif., Supervisor, Loma Linda Dispensary, 
Loma Linda Sanitarium and Hospital 

Frances J. Clink, 659 Liberty St., Ashland, 
Ore., Public Health Nurse, Jackson County 
Health Dept. 

Eva A. Cratt, P. O. Box 518, Washington, 
N. C., Acting Supervising Public Health 
Nurse, Beaufort County Health Dept. 

Sibyl C. Davis, R.N., A.M., 11710 S. Homan, 
Chicago 43, IIll., Supervising Nurse, Cook 
County Dept. of Public Health 

Mary M. Earl, M.A., 1859 Summit St., Toledo 
11, Ohio, Asst. Director, Toledo Health 
Dept. 

Mary L. Felkins, R.N., P. O. Box 631, Santa 
Maria, Calif., Asst. Director of Public 
Health Nurses, Santa Barbara County 
Health Dept. 

Marie E. Goik, R.N., 2100 Spring Drive, 
Louisville, Ky., Mental Health Nurse Con- 
sultant, Univ. of Louisville Medical School 
and Louisville and Jefferson County Health 
Dept. 

Beatrice R. Goodrich, 255 Central Ave., San 
Francisco 17, Calif., Public Health Nurse, 
City-County Dept. of Health 

Marjory M. Jensen, 681-58th St., Oakland, 
Calif., Staff Nurse, Alameda County Health 
Dept. 

Virginia B. Maxwell, R.N., 2 Bouie Circle, 
Rockville, Md., Public Health Nurse Spe- 
cialist, Montgomery County Health Dept. 

Laura L. Moorhead, Contant No. 106, Char- 
lotte Amalie, St. Thomas, Virgin Islands, 
Director of Public Health Nurses, Dept. of 
Health 

Alice Mori, 2191 Pine St., Apt. 7, San Fran- 
cisco 15, Calif., Staff Public Health Nurse, 
San Francisco Health Dept. 

Virginia E. Orr, 1416 Highland Blvd., Hay- 
ward, Calif., Staff Nurse, Alameda County 
Health Dept. 

Minnie-Mae Roberts, 201-A Santa Rosa Ave., 
Oakland, Calif., Staff Public Health Nurse, 
Alameda County Health Dept. 

Henrietta S. Smith, Box 52 North, Fort Bragg, 
Calif., (Inactive in public health nursing at 
present time) 

Inalane M. Snow, 1625 Van Ness Ave., San 
Francisco, Calif., Director, Nursing Service, 
San Francisco Chapter, American Red Cross 

Ruth I. Telinde, M.A., 1038 N. Cass St., 
Milwaukee, Wis., Exec. Director, Milwaukee 
Visiting Nurse Assn. 

Louise M. Thoma, R.N., 2471 Roosevelt Drive, 
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Alameda, Calif., Public Health Nurse, Ala- 
meda County Health Dept. 

Helen M. Wolfe, M.P.H., 328-32nd St., Rich- 
mond, Calif., Director of Public Health 
Nursing, Richmond Health Dept. 


Epidemiology Section 

Harold Mazur, M.D., M.A., 5121 Franklin 
Ave., Los Angeles 28, Calif., Medical Direc- 
tor, Los Angeles County Harbor General 
Hospital 

Lt. Jack W. Millar (MC) USN, 24 Nathaniel 
Rd., Winchester, Mass., Medical Officer, 
U. S. Navy 

Jesus Villalobos M., M.D., Unidad Sanitaria, 
Maracaibo, Venezuela, S. A., Epidemiologist, 
Ministry of Health 


School Health Section 

Grayce B. Leidig, R.N., 120 W. School St., 
Visalia, Calif., Coérdinator of School Nurs- 
ing, Tulare County Schools 

Janice L. Levin, 3701 West Way, Sacramento, 
Calif., School Nurse, Rio Linda School 

James W. Long, M.A., 112 Wingate, Wake 
Forest, N. C., Asst. Director, Dept. of 
Physical Education, Wake Forest College 

Helen Padan, P. O. Box 717, Fairfield, Calif., 
Supervisor of Health, Solano County 
Schools 


Dental Health Section 

William L. Barnum, D.M.D., 559 Morgan 
Bldg., Portland 5, Ore., Supervisor, Dental 
Division, Portland Public Schools 

Perley M. Cunningham, D.DS., 511 Hynds 
Bldg., Cheyenne, Wyo., General Dental 
Practice 

David R. Wallace, D.DS., 233 Main St., 
Brookville, Pa., District Dental Officer, State 
Dept. of Health 

Lois S. Williamson, State Health Dept., Bis- 
marck, N. D., Senior Dental Hygienist 


Medical Care Section 

Hubert J. Barnes, M.P.H., 204 Yale Ave., 
Berkeley 8, Calif. (Unemployed at present) 

Lillian H. Erickson, Rm. 3332 Federal Security 
Bldg. So., Washington, D. C., Asst. Chief, 
Medical Record Branch, Division of Hos- 
pitals, Public Health Service 

Thomas I. Fulton, 235 Franklin St., Johns- 
town, Pa., Rehabilitation Specialist, Area 
Medical Office, UMWA Welfare & Retire- 
ment Fund 

Thomas F. Gorman, 2501 Calvert St., N.W., 
Washington, D. C., Health Legislation Spe- 
cialist, Democratic National Committee 

Mary L. Hemmy, M.A., 507 South Euclid 


ASSOCIATION NEWS 1559 


Ave., St. Louis 10, Mo., Director, Social 
Service Dept., Washington Univ. Clinics and 
Allied Hospitals 

Yuki Kato, 1127 Pine St., St. Louis 12, Mo., 
Administrative Assistant to the President, 
Labor Health Institute, Inc. 

Leonard S. Krassner, M.S., 17 Anthony St., 
New Haven, Conn., Assistant-in-Teaching 
and Graduate Student, Yale School of Pub- 
lic Health 

Benjamin Lieberman, M.D., 1440 Broadway, 
Oakland 12, Calif., Private Practice 

Donald R. Lutz, 1630 University Ave., 
Berkeley, Calif., Administrative Interne in 
Medical Care, Permanente Hospitals 

E. Gwyn Roberts, M.D., 450 Sutter St., San 
Francisco, Calif., Research Assoc, in Medi- 
cine, Stanford Univ. School of Medicine 

Carl J. Ross, 50 Arlington Ave., Berkeley 7, 
Calif., Exec. Director, Mt. Diablo Therapy 
Center 

Martha L. Rupp, M. A., 624 South Clinton, 
Iowa City, Iowa, Medical Social Worker, 
University Hospitals 

Thea Sando, 511 E. Washington, Iowa City, 
Iowa, Medical Social Worker, University 
Hospitals 

Edwin J. Simons, M.D., Minnesota Medical 
Service, Inc., 2610 University Ave., St. Paul, 
Minn., Medical Director 

Milton H. Sisselman, 327 Whalley Ave., New 
Haven 11, Conn., Student, Yale School of 
Public Health 

Margaret S. Skillman, M.A., 9 Equitable 
Bldg., Denver, Colo., Regional Medical So- 
cial Consultant, U. S. Children’s Bureau 

Thomas E. Tonkin, M.P.H., 1020 North Rush 
St., Chicago 11, Ill., Office Manager, Com- 
mission on Financing of Hospital Care 

Dietrich V. Wiebe, M.D., 2841 Marilona 
Drive, Sacramento 15, Calif., Saco Area 
Medical Officer, Bureau of Indian Affairs 


Unaffiliated 

Horace V. Bell, 11138 S. W. 53rd St., Port- 
land 19, Ore., Administrative Asst., Portland 
Bureau of Health 

Charles R. Bobertz, M.B.A., 2164 Ashby Ave., 
Berkeley 5, Calif., Coordinator, Oakland 
Emergency Medical and Radiological Serv- 
ices 

Nathalie Bucknall, City Health Dept. 116 
Temple St., Los Angeles 12, Calif., Safety 
Services Coordinator 

Bradley Buell, M.A., 58 Park Ave., New York 
16, N. Y., Exec. Director, Community Re- 
search Associates, Inc. 

Kam-Fai Chan, M.D., 295 Bennett Ave., New 
York 33, N. Y., Research Scholar, Colum- 
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bia University School of Public Health 
Frances K. Herwig, M.D., Health Center, Kent 
State Univ., Kent, Ohio, Resident 
Herman C. Menkel, M.D., 614 East 10th St., 
McMinnville, Ore., Medical Secy., Oregon 
Conference of Seventh-Day Adventists 
Joseph B. Reichart, Westphalia, Mo., Account- 
ant II, Missouri Division of Health 
Woodruff Smith, M.D., 106 First St. So., Lady- 
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smith, Member, State Board of 
Health 

Marvin O. Stromberg, 767 Canyon Rd., Red- 
wood City, Calif., Administrative Methods 
Consultant, U. S. Children’s Bureau 

Carl Sundin, 312 North Boyle Ave., Los 
Angeles 33, Calif., Medical Extension Secre- 
tary, General Conference of Seventh-Day 


Adventists. 


Wis., 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 
personnel and for those seeking positions in public health. 
This is a service of the Association conducted without expense to the employer or 


employee. 


POSITIONS AVAILABLE 


Medical Health Officer—for Wyoming 
County, New York, recently organized as 
a county health department. Population 
approximately 30,000. To work in close 
cooperation with county hospital. Salary 
open. Write: Mr. Harold L. Peet, Pike, 


Health Officer—for Missoula City- 
County Health Department, Missoula, 
Mont. Salary $9,177 per year, depending 
upon qualifications. Population 35,000, 
located in Western Montana, and has the 
State University. For further details, 
write: J. M. Nelson, M.D., Secretary, 
Missoula City-County Board of Health. 


Physician—to serve as Health Director 
of the Shiawassee County Health Depart- 
ment at Corunna, Mich. Apply: Amby L. 
Gould, Carland, Mich. 


Industrial Hygiene Engineer—for state 
health department. Must be graduate of 
a recognized college, university, or tech- 
nical school with a degree in civil, chem- 
ical, mechanical, sanitary, industrial hy- 
giene, or public health engineering. Annual 
salary $4,200, with prospects of advance- 
ment. Apply: Dr. S. J. Phillips, State 
Health Officer, Louisiana State Depart- 
ment of Health, New Orleans 7, La. 


Senior Public Health Nurse—rural area, 
northwestern Ohio. Generalized program, 
60,000 population. State retirement plan. 
Health training, minimum 2 years; super- 
vised experience in generalized program. 
Beginning salary $3,000, with $60 per 
month travel in own car. 

Public Health Nurse—for generalized 
program in rural area, population 60,000. 
State retirement plan. Beginning salary 
$230, plus $60 travel in own car. Write: 
Wood County Department of Health, 
Bowling Green, Ohio. 


Assistant Health Officer — Arlington 
County, Virginia. Requirements: gradu- 
ate of Class A medical school; eligible 
for Virginia license; 1 year postgraduate 
study in public health at an approved 
school or equivalent in experience. Salary 
range $5,620-7,060. Transportation for of- 
ficial duties; retirement for those under 39; 
5 day week. Health Department accredited 
for residency training for physicians quali- 
fying for the American Board of Preven- 


tive Medicine and Public Health; affilia- 
tion with several universities for training 
postgraduate students. An opportunity to 
work in one of the most modern and 
up-to-date health departments in the na- 
tion. Address: Personnel Director, Court 
House, Arlington, Va. 


Qualified Public Health Nurses and 
Sanitarian—for generalized program in 
rural, resort area of Southwestern Michi- 
gan. Salary commensurate with experi- 
ence and qualifications; basic travel of $36 
per month plus 4 cents per mile; liberal 
personnel policies, including 4 weeks an- 
nual vacation. Active public health train- 
ing center. Write: A. B. Mitchell, M.D., 
Medical Director, Van Buren County 
Health Department, Paw Paw, Mich. 


Medical Health Officer—for Shelby- 
Effingham County Health Department; 
Central Illinois location; good schools; 
excellent rural communities. Salary range 
$6,900-9,000; may start above minimum. 
Must have capacity for good public rela- 
tions. Write: Mr. J. H. Griffin, Teuto- 
polis, Ill., or Dr. O. G. Kauder, Finlay, Il. 


Interesting employment for the Veteri- 
narian who wants to help develop the field 
of veterinary public health. Address: Dr. 
W. B. Prothro, Director, Kalamazoo City- 
County Health Department, City Hall, 
Kalamazoo, Mich. 


Supervising Public Health Nurse, $303- 
375, and Staff Public Health Nurse, $273- 
337. Ability to secure California R.N. and 
Public Health Nursing licenses required. 
Forty-hour week, vacation, sick leave, re- 
tirement. Ideal climate and recreational 
area. Well-financed, diversified program. 
Apply: Orange County Personnel Depart- 
ment, 644 N. Broadway, Santa Ana, Calif. 


Medical Director—must be eligible for 
Tennessee medical license and have train- 
ing (M.P.H.) and experience in public 
health administration; some training in 
industrial hygiene or medicine preferred. 
To direct a state industrial hygiene pro- 
gram with a staff consisting of a medical 
officer, 2 nurses, 4 engineers, 3 chemists 
and 2 office assistants; laboratory with 
$30,000 field and laboratory equipment. 
Opportunity for teaching in two medical 
schools. Write: Dr. H. Hutcheson, 
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Commissioner, Tennessee Department of 
Public Health, Nashville, Tenn. 


City of Hartford, Connecticut. An- 
nouncement. Open Competitive Exam- 
ination. Public Health Engineer. Salary 
range $4,614-5,502 per annum. Open to 
resident citizens of the United States. Suc- 
cessful applicant will be required to take 
up residence in Hartford. Applications 
will be accepted until a sufficient number 
of candidates have filed for examination. 
Applications should be filed with: City of 
Hartford, Department of Personnel, 550 
Main St., Hartford, Conn. 


Rehabilitation Consultant—for an unus- 
ually attractive codrdinating project in the 
Philadelphia area. Demonstration program 
to be conducted for 3 years. Salary range 
$5,000-6,500, depending on qualifications. 
Write: Clyde E. Arbegast, Health Divi- 
sion, Health and Welfare Council, 311 
S. Juniper St., Philadelphia 7,- Pa. 


Experienced Public Health Physician— 
for regional health officer in field office of 
state department of public health. Salary 
range $575-860 per month. Starting salary 
will relate to experience and training; suc- 
cessful local health department experience 
important. Specialty Board desirable. 
Write: Roland R. Cross, M.D., State 
Health Officer, Capitol Bldg., Springfield, 
Ill. 


Health Officer—for newly created 
Egyptian Health Department located in 
“Little Egypt” section of southern Illinois 
and serving the counties of Gallatin, 
Saline, and White. Position to begin 
January 1, 1952, or as soon thereafter as 
possible. Candidate should be prepared 
to create and maintain a good program 
of local health service and should have 
capacity for excellent public and human 
relations. Salary range $9,000—11,000. 
Beginning salary will depend on experi- 


ence and training. Write: Mr. Horace 
Brown, Secretary, Egyptian Board of 
Health, Shawneetown, IIl. 


Immediate opening for an experienced 
Milk Sanitarian—in an established health 
department in Southwestern Washington. 
Mileage and expenses; Merit System pro- 
tection and retirement plan. Write: 
Donald A. Champaign, M.D., Cowlitz- 
Wahkiakum District Public Health De- 
partment, Court House, Kelso, Wash. 


Public Health Nurse 
gram, official agency; field training cen- 
ter; rural county, 26,000 population; health 
department and hospital codrdinated un- 
der one medical director, health depart- 
ment located in hospital. Opportunity to 
work in developing program. Salary 
2,700-3,300, depending on education and 
experience. Liberal travel allowance. Ap- 


generalized pro- 
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ply: Vergil N. Slee, M.D., Director, Barry 
County Health Center, Hastings, Mich. 


Public Health Medical Officer—school 
health program. Public health training 
preferred; must have or be eligible for 
California license. Salary $507 per month, 
with an increase to $647 at end of 6 
months. Must have car, mileage allowed 
at 7 cents. Write: County Civil Service, 
236 Third St., San Bernardino, Calif. 


Industrial Hygiene Engineer—salary 
$375-440; mileage; civil service position; 
retirement. For further information, con- 
tact: Dr. Roy O. Gilbert, Health Officer, 
Los Angeles County Health Department, 
808 N. Spring St., Los Angeles 12, Calif. 


Medical Health Officer—for Lawrence- 
Wabash County Health Department. Sal- 
ary range $7,200-8,400; may start above 
minimum. Must have capacity for good 
public relations. Write: Roy R. Rucker, 
Secy.-Treas., Lawrence-Wabash Health 
Department, Lawrenceville, Ill. 


Two Physical Therapists—immediate 
employment. Preference given to gradu- 
ates of approved schools of physical 
therapy. Agency program offers service 
to crippled children under medical pre- 
scription to patient in the clinic; includes 
care of cerebral palsy, post-poliomyelitis, 
and other crippling conditions. Five-day 
week; liberal holidays. Write: R. G. 
Forbes, Personnel Director, Court House, 
Arlington, Va. 


Public Health Director—for 
Grand Rapids, Mich. 


City of 
Must be licensed to 


practise medicine in Michigan. Salary 
$9,000-12,000. Write: John  Iglauer, 
Deputy City Manager, Grand Rapids, 
Mich. 

Health Educator — (Montgomery 


County, Maryland). Salary $4,200—5,000. 
In health unit of 86 full-time employees. 
Suburban and rural area adjacent to 
Washington, D. C. Active participation 
of volunteer organizations. Minimum 
qualifications include 2 years experience 
and bachelor’s or preferably a master’s 
degree in public health. Write: Personnel 
Office, Court House, Rockville, Md. 


Nursing Supervisor — Small County 
Health Department. Salary $4,200. Forty 
hour week. Mileage allowance, must have 
own car. Qualifications as set up by 
N.O.P.H.N. County includes High Sierra 
Mountains and scenic Death Valley. 
Write: Inyo County Health Department, 
Independence, Calif. 


Several qualified Public Health Officers 
are needed in Texas. Salary $7,200, plus 
a necessary travel allowance. Write: Geo. 
W. Cox, M.D., State Health Officer, 
Austin, Tex. 
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POSITION WANTED 


Former Venereal Disease Education 
Supervisor, state health department—de- 
sires position with official or voluntary 
health organization. Experienced in 
preparation, presentation, and placement 
of health education material, all media. 
Journalism degree, with specialized train- 
ing in health and human _ relations. 
Write: Box H&-39, Employment Service, 
A.P.H.A 


Health Educator——associated with a pre- 


payment health plan and group medical 
practice and formerly with an official City 
health agency; plus several years of teach- 
ing and directing health programs. Inter- 
ested in a position in industrial health 
education. Master’s degree in health edu- 
cation, five years’ experience with com- 
munity health education. Male, 34, 
married, one child. Resume will be sent 
upon request. Write: Box HE 40, Em- 
ployment Service, A.P.H.A. 


All communications should be sent to Burneice Larson, Medical Bureau, Palmolive 
Building, Chicago 11, Ill. 


OPPORTUNITIES AVAILABLE FOR THE 
FOLLOWING: (a) PUBLIC HEALTH PHY- 
SICIAN to direct school health program; school 
enrollment, 97,000; university city, 700,000; oppor- 
tunity medical school appointment; West. (b) 
COMMISSIONER OF HEALTH: university 
town, 70,000, Midwest. (c) PUBLIC HEALTH 
PHYSICIAN qualified to direct student health 
department, one of country’s largest universities ; 
outstanding man _ required. (d) ASSISTANT 
HEALTH OFFICER; city-county health depart- 
ment; California. (e) ASSOCIATE PROFESSOR 
OF HEALTH EDUCATION; preferably woman 
with doctorate; graduate and undergraduate stu- 
dents; state university; around $6,000 for school 
year. (f) DIRECTOR OF NURSES; city health 
department, Pacific Coast; staff of 30; generalized 
including school nursing. Cc 
HEALTH NURSE SUPERVISO interested 
community organization, public relations; city 
health department; Midwest. (h) SCHOOL 
NURSE; county seat town; California; attractive 
location. (i) STAFF NU RSES; county health 
town, Pacific Coast; car 
furnished, NUTRITIONIST to serve as con- 
sultant, association ; Midwestern 


metropolis. (k) SANITARIAN;; Asia; $7,000. (1) 
HEALTH EDUCATOR and, also, 
HEALTH NURSING SUPERVISOR; county- 
city health department ; 


(m) DIREC- 


Northwest. 


TOR OF PUBLIC HEALTH NURSING; im- 
portant medical care program; East. (If you will 
write for our ANALYSIS FORM, we shall prepare 
an individual Survey of opportunities which meet 
your requirements. ) 

Please direct all inquiries to BURNEICE 
LARSON, THE MEDICAL BUREAU, PALM- 
OLIVE BUILDING, CHICAGO. 


WANTED — OPPORTUNITIES FOR THE 
FOLLOWING—(a) PUBLIC HEALTH PHY- 
SICIAN; D.P.H.; 11 years’ administrative expe- 
rience in public health; Diplomate, American 
Board. (b) PUBLIC HEALTH NURSE; Mas- 
ter’s Columbia University; eight years’ public 
health experience in supervising capacities; past 
three years, assistant director of nurses, metropoli- 
tan health department. (c) HEALTH EDUCA- 
TOR; M.A., Michigan; six years, health educator, 
county tuberculosis and health department. (e) 
PUBLIC HEALTH DENTIST; eight years, di- 
rector, state department of public health dentistry. 
({) SANITARY ENGINEER; Master’s degree in 
Chemical Engineering (Major: Sanitary Engineer- 
ing) ; five years, sanitary engineer, state department 
of he alth. 

Please direct all inquiries to BURNEICE 
LARSON, THE MEDICAL BUREAU, PALM.- 
OLIVE BUILDING, CHICAGO. 
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NEWS FROM THE FIELD 


INTERNATIONAL UNION FOR HEALTH 
EDUCATION OF THE PUBLIC 

A nongovernmental agency under the 
name of International Union for Health 
Education of the Public was organized 
in Paris, France, during May, 1951, at 
which time 21 countries were repre- 
sented. Clair E. Turner, Dr.P.H., of 
New York, assistant to the president of 
the National Foundation for Infantile 
Paralysis and emeritus professor of pub- 
lic health at the Massachusetts Institute 
of Technology, is serving as president of 
the Interim Commission. According to 
an announcement, it is expected that a 
constitution will be adopted and a per- 
manent organization established at the 
next meeting in Paris in 1952. Mean- 
while, the headquarters of the organiza- 
tion are at 7 Rue de Tilsitt, Paris XVII, 
France. The Secretary-General is M. 
Lucien Viborel, director of health educa- 
tion for the French Ministry of Health. 


STAFF CHANGES IN DIVISION OF 
INTERNATIONAL HEALTH, P.H.S. 

According to an October announce- 
ment, the new chief of the Education 
and Training Branch, Division of In- 
ternational Health, Public Health Serv- 
ice, Washington, is Howard M. Kline, 
Ph.D. Dr. Kline succeeds Henry R. 
O’Brien, M.D., M.P.H., who has been 
assigned to the Bureau of State Services, 
P.H.S. At the same time, Dr. Henry 
C. Niblack, who has been assistant chief 
of the branch, was appointed fellowship 
program director. This position was 
created because of the increasing num- 
ber of foreign specialists studying in 
the United States under fellowships 
sponsored by the Economic Cooperation 
Administration, Point IV, and the mili- 
tary, by international agencies, by 
foreign governments, and by private or- 


ganizations here and abroad. During 
the past two years the branch has ar- 
ranged and _ supervised professional 
training in the United States for over 
1,000 foreign physicians and other 
health workers. 

Dr. Kline has been chief of the 
Technical Missions Branch, Division of 
International Health, Public Health 
Service. Other assignments have in- 
cluded that of technical secretary of the 
Subcommittee on Medical Care, Amer- 
ican Public Health Association; adviser 
on medical research to the President’s 
Scientific Research Board; executive 
secretary, National Health Assembly; 
staff director of the Committee on Medi- 
cal Services, Committee on Organization 
of the Executive Department; and sec- 
retary of the Surgeon General’s Com- 
mittee on Medical School Grants and 
Finances. 


HEALTH CENTER DESIGNS 

Public health workers concerned with 
health center design and construction 
will be interested in the October, 1951, 
number of the Architectural Record 
(119 West 40th Street, New York, 
N. Y.) with its section on Hospitals and 
Health Centers. 

In addition to describing design for 
general hospitals, mental _ hospitals, 
tuberculosis units, and heart hospitals, 
the issue contains a section by John W. 
Cronin, M.D., chief of the Division of 
Hospital Facilities, Public Health Serv- 
ice, on housing for public health activi- 
ties. There is also a section on the 
urban public health center by Anthony 
J. Borowski, Dr.P.H., chief of the Divi- 
sion of Hospital Facilities in the Ohio 
State Department of Health. Other 
articles include designs for large health 
and safety centers, combined hospitals 
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and health centers, and various health 
centers for local health units. 


UNIVERSITY OF MINNESOTA MAKES 
ACHIEVEMENT AWARDS 

The University of Minnesota, Minne- 
apolis, recently presented 15 alumni of 
the university’s College of Medical Sci- 
ences with “outstanding achievement 
award” medals. Among them, the fol- 
lowing, all from the field of public 
health: Fred L. Adair, M.D., Raymond 
B. Allen, M.D., Alma C. Haupt, R.N., 
Herman E. Hilleboe, M.D., Pearl Mc- 
Iver, R.N., James E. Perkins, M.D., 
Edith L. Potter, M.D., and William P. 
Shepard, M.D. 


AIR POLLUTION 
An Air Pollution Abatement Manual, 
to consist of 12 separate chapters, is 
being published by the Manufacturing 
Chemists’ Association, Inc., to guide the 
chemical industry in achieving abate- 
ment of air pollution by the most prac- 
ticable means. Each chapter will be 
printed separately, punched for loose- 
leaf binding. Sampling, analytical 
methods, and specific methods of con- 
trol will be discussed. The Introduction 
and Community Relations chapters have 
already been published. Further in- 
formation from MCA, 246 Woodward 
Bldg., Washington 5, D. C. 


DENVER DIVORCES HEALTH AND 
WELFARE 

By vote of the citizens on June 1, 
1951, the City of Denver amended its 
charter to create two new departments 
—one on health and hospitals and one 
on public welfare. Hitherto, there had 
been a Department of Health and 
Charities. 

The Department of Health and Hos- 
pitals is governed by a seven member 
board appointed by the Mayor and so 
constituted that no one profession has 
a majority of the members, who serve 
for staggered terms of five years. 
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Florence Sabin, M.D., the author and 
promoter of the 1947 revision of the 
state’s basic public health law and for 
the past several years manager of the 
now extinct Department of Health and 
Charities, is a member of the Board. 
James P. Dixon, M.D., who has been 
the manager of the Bureau of Health 
and Hospitals, is the manager of the 
new Department of Health and Hos- 
pitals. Denver has thus joined the con- 
siderable group of health departments 
in the country having responsibility for 
both public health and medical care for 
the indigent. 


A NEW KIND OF COURT 
Chicago has a new kind of court—a 
health court specializing in violations of 
the antiragweed ordinance which re- 
quires property owners to cut ragweed 
twice a year on vacant property. Estab- 
lished by the Chief Justice of the Mu- 
nicipal Court, Edward S. Scheffler, it is 
designed to operate annualiy on a full- 
time basis during the hay fever season. 
Heavy fines will be levied against prop- 
erty owners failing to carry out the 
ragweed ordinance. 


STANDARD METHODS IN GERMAN 

The Ninth Edition of Standard 
Methods for the Examination of Water 
and Sewage has now been translated 
into German. The translation was 
made by Dr. F. Sierp of the Ruhrver- 
bande-Essen, with a foreword by Dr. 
Karl Imhoff. Copies available from R. 
Oldenbourg, Munich. 


TWO-THIRDS OF BLINDNESS NEEDLESS 
The Maryland Society for the Preven- 
tion of Blindness in studying 104 blind 
persons found that 65 of them—nearly 
two-thirds—lost their sight needlessly. 
All 104 blind persons in the study were 
examined by ophthalmologists and eye 
clinics in the Baltimore area during a 
six month period. With the title, “Why 
Are They Blind?” the study is reported 
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in the fall issue (21:3) of the Sight 
Saving Review. National Society for the 
Prevention of Blindness, 1790 Broad- 
way, New York 19. 


INDIAN HEALTH SERVICES CONSOLIDATFD 

The Oklahoma State Department of 
Health and the U. S. Bureau of Indian 
Affairs have consolidated their separate 
health services to the Five Civilized 
Tribes of Eastern Oklahoma. Both pro- 
grams will now be administered by the 
county health officer in counties that are 
covered by full-time health departments. 
The state health officer, G. F. Mathews, 
M.D., in explaining the consolidation, 
said, “It has long been recognized by 
leaders in the field of public health that 
all official health agencies in a given 
community can ‘be administered more 
efficiently as one agency.’ Such a pro- 
cedure will provide better utilization of 
facilities and prevent duplication and 
overlapping of services.” 

Oklahoma is said to be the first state 
in the nation where so extensive a con- 
solidation has been made. Similar agree- 
ments have been worked out in single 
counties in other states. 


GROWTH AND DEVELOPMENT OF 
CHILDREN 

During the first two weeks of October, 
the Harvard School of Public Health 
was host to 35 public health social 
workers attending the Institute on the 
Growth and Development of Children. 
Here these workers from 20 states ob- 
served the latest research on the physi- 
cal, mental, and social growth of children 
being carried on at the school, the 
Children’s Medical Center, and other 
institutions in the area. 

The school’s Department of Maternal 
and Child Health is headed by Harold 
C. Stuart, who is also chief of the Child 
Health Division of the Children’s Medi- 
cal Center. The department has been 
conducting a growth study for 20 years 
on a group of children from birth to 
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adulthood. The study is based on the 
premise that children of the same age 
differ physically and mentally; the goal 
being to secure enough information to 
predict in advance what of the child’s 
talents should be nurtured and what pit- 
falls to avoid. This study, together with 
the school’s research into the far-reach- 
ing effects of diet during pregnancy and 
early infancy, were drawn upon by the 
institute. 

Assisting Dr. Stuart as leader of the 
institute was assistant professor Eliza- 
beth P. Rice of the School of Public 
Health. 


GOLD HEARTS TO THREE PHYSICIANS 

At the summer meeting of the Amer- 
ican Heart Association, three physicians 
received the Association’s highest tribute 
—its Gold Heart Award. Presented by 
the association’s president, Louis N. 
Katz, M.D., the Award went to: 

James B. Herrick, emeritus professor of 
medicine, University of Chicago, best 
known for his description of coronary 
thrombosis with myocardial infarction. 

Frank N. Wilson, professor of medicine, 
University of Michigan, a major contribu- 
tor to the field of electrocardiography. 

H. M. Marvin, associate clinical professor 
of medicine, Yale University, identified 
with the association for a quarter of a 
century and its president in 1949-1950, 
who contributed greatly to popular litera- 
ture and the lay educational program in 
the cardiovascular field. 


INTERSTATE COUNCIL OF SANITARIANS 

At a meeting in Chapel Hill, N. C., 
in July, 1951, an Interstate Council of 
State Administrative Sanitation was 
created. The forerunner of this council 
was a meeting in 1949 of a group to 
develop a uniform classification plan 
and adjustment of salaries ior workers 
in environmental sanitation. 

The new council hopes to develop 
professional status for sanitarians. J. B. 
Baker, chief sanitarian, Division of 
Sanitary Engineering, West Virginia 
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State Health Department, was elected 
chairman of the new organization, which 
includes representatives from the five 
states known as the Charter States— 
Georgia, North Carolina, South Caro- 
lina, Virginia, and West Virginia. Florida 
and Maryland have been invited to have 
representation on the council. 


CANCER RESEARCH SCHOLAR GRANTS 

The American Cancer Society an- 
nounces that a limited number of cancer 
research scholars will be appointed for 
a period beginning July 1, 1952. On 
recommendation of the Committee on 
Growth of the National Research Coun- 
cil, a grant of $18,000, payable over 
three years, will be made by the Society 
to the scholar’s institution toward his 
support or research or both. Medical 
schools, hospitals, research institutes, 
and other institutions with a substantial 
interest in cancer research are invited 
to submit applications for these grants. 
Applications for grants to be effective 
July 1 should be submitted prior to 
January 1, 1952. Further information 
and application forms from the Execu- 
tive Secretary, Committee on Growth, 
National Research Council, 2101 Con- 
stitution Avenue, N.W., Washington 25, 
D.C. 

The society also announces that in- 
quiry regarding Damon Runyon Clinical 
Fellowships, formerly recommended by 
the Committee on Growth, should now 
be addressed to the Damon Runyon 
Memorial Fund, Hotel Astor, New 
York 19. 


KANSAS CITY DAILY FLOOD BULLETINS 

The City Manager’s Flood Bulletin, 
published daily during the recent Kaw 
River floods by the City Manager’s 
office in Kansas City, Mo., presented to 
city officials the day-by-day progress of 
efforts to repair city services. The first 
bulletin was issued on July 24 while 
the river was still at flood stage. Each 
bulletin covered the conditions and 
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services as reported by the various city 
departments for the period 8 A.M. of 
one day to 8 A.M. of the following day. 
A single-sheet mimeographed report did 
the job. 


FULL-TIME STAFF FOR IAMFS 

The International Association of Milk 
and Food Sanitarians, by a recent action 
of its executive board, has established 
headquarters in the Ritz Building, Shel- 
byville, Ind. H. L. Thomasson, formerly 
with the Indiana State Board of Health, 
has been appointed full-time executive 
secretary and business manager of the 
Journal of Milk and Food Technology. 
He is also the president-elect of the In- 
ternational Association. 


NEW CHAIR OF CLINICAL PREVENTIVE 

MEDICINE AT WESTERN ONTARIO 

Authorities at the University of 
Western Ontario, London, Ont., have 
announced that under the will of John 
B. Maclean, the university has received 
$100,000 to establish the Michael Fran- 
cis Fallon Memorial Chair of Clinical 
Preventive Medicine. Dr. George E. 
Hobbs, who has served as assistant dean 
of the Faculty of Medicine, has been 
named professor. 


FOOD AND CIVIL DEFENSE 
Representatives of the United States, 
Canada, and the United Kingdom dis- 
cussed food supply and emergency 
feeding in wartime at a “Conference on 
Administration and Scientific Problems 
of Food Aspects of Civil Defense” 
which met in London November 23- 
December 13. The conference was di- 
vided into three sections: emergency 
feeding, which will include demonstra- 
tions by transportable kitchen units and 
curbside cooking; food administration, 
which will consider such problems as 
food distribution in a bombed town, 
salvaging food, maintenance of supplies, 
etc.; and scientific problems. where such 
things as emergency nutritional require- 
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ments, food sanitation and contamina- 
tion will be discussed. 

During the opening sessions, United 
Kingdom __ representatives _ described 
World War II experiences of the British 
Ministry of Food. Afterward the spe- 
cial sections met separately. Visits to 
English towns where specific food sup- 
ply or feeding problems existed were 
made by each group and local food ad- 
ministrators explained how the prob- 
lems were met. 

United States delegates included 
members of federal, state and local civil 
defense organizations, representatives 
from the National Red Cross, and mem- 
bers of federal departments, such as De- 
fense, Agriculture, Federal Security, and 
the Bureau of Census. FCDA people 
include Col. William L. Wilson, assistant 
administrator for health and welfare; 
Paul B. Murphy, chief, Food and Feed- 
ing Section; and James M. Hundley, 
M.D., consultant on nutrition, who pre- 
sided over the Scientific Section as act- 
ing chairman. 

Other A.P.H.A. members who partici- 
pated in the Scientific Section are: D. K. 
Tressler, Ph.D., technical director of the 
Food and Container Institute of the 
Quartermaster Corps; Callie May 
Coons, Ph.D. assistant chief, Bureau of 
Human Nutrition and Home Economics, 
Department of Agriculture; Gordon E. 
McCallum, C. E., chief, Health Emer- 
gency Planning Office, Office of the Sur- 
geon General, U.S.P.H.S.; Roy E. But- 
ler, M.D., Office of Health Emergency 
Planning, FSA; C. G. King, Ph.D., sci- 
entific director, Nutrition Foundation, 
Inc.; George Uhl, M.D., health officer 
of the City of Los Angeles; Marjorie M. 
Heseltine, M.A., chief, Nutrition Sec- 
tion, Children’s Bureau, Washington, 
D.C. 

Homer Calver, secretary of the Public 
Health Committee of the Paper Cup and 
Container Institute and former execu- 
tive secretary of the A.P.H.A., served as 
a special adviser on civil defense and 
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was attached to both the scientific prob- 
lems and the emergency feeding sections. 


ADOLESCENT UNIT IN MEDICAL CENTER 

The Children’s Medical Center, a unit 
of the Children’s Hospital in Boston, has 
begun the organization of an Adolescent 
Services Unit. Here, the center attempts 
to provide adolescents with the sort of 
special attention given to infants and 
young children for nearly a century. 
Heretofore adolescents have been cared 
for in surroundings intended primarily 
for either young children or adults. Par- 
ticular attention will be devoted to con- 
ditions and problems most troublesome 
in the adolescent years—contagious 
diseases, psychological problems, growth 
and glandular disturbances, and scholas- 
tic difficulties, among others. 

Director of the Adolescent Unit is 
J. Roswell Gallagher, M.D., consultant- 
in-medicine to the staff of the center, 
who for the past 20 years has devoted 
his attention exclusively to this age 
group. He is the author of You and 
Your Health and Understanding Your 
Son’s Adolescence, the latter just pub- 
lished. He is a member of the Com- 
mittee on Health Service Programs for 
Secondary Schools of the School Health 
Section, American Public Health Asso- 
ciation. 


DR. THEILER RECEIVES NOBEL AWARD 

Dr. Max Theiler, New York City, of 
the staff of the Rockefeller Foundation 
Laboratories at the Rockefeller Institute 
for Medical Research, was the recipient 
of the 1951 Nobel Award in Medicine 
in recognition of his development of the 
yellow fever vaccine known as 17D 
which has proved effective in the preven- 
tion of this disease. 

The American Public Health Associa- 
tion recognized Dr. Theiler with a 
Lasker Award in 1949. Dr. Theiler is 
the fifth recipient of a Lasker Award 
to receive the Nobel Award since these 
were established by the American Public 
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Health Association five years ago. The 
other persons so recognized are Dr. Carl 
Cori, Dr. Selman Waksman, Dr. E. C. 
Kendall, and Dr. Philip Hench. 


ATOMIC ENERGY COMMISSION 
ANNOUNCES FELLOWSHIPS 

Eight fellowships in industrial medi- 
cine have been announced by the Atomic 
Energy Commission for the 1952-1953 
academic year, in continuation of a 
program that was launched in 1949. The 
announcement states that fellows do not 
incur an obligation to seek employment 
with the A.E.C. or its contractors. 
Stipends are $3,600 for the first year 
and $5,000 for the second, and are not 
subject to income tax. Persons inter- 
ested should communicate with the 
A.E.C. Project, School of Medicine and 
Dentistry, University of Rochester, 
Rochester, N. Y., attention of Dr. H. A. 
Blair. 


WHO NEWS 


Brazzaville Regional Office 

At the recent first meeting in Geneva 
of the Regional Committee for Africa, 
Brazzaville, capital of French Equa- 
torial Africa, was selected as the site 
for the permanent Regional Office, which 
serves Africa south of the Sahara. 
Lieutenant General Francois Daubenton 
of The Netherlands was nominated as 
director of the permanent Regional Of- 
fice, subject to ratification by the WHO 
Executive Board in January, 1952. 
General Daubenton has spent 30 years 
as medical officer in Africa and has been 
chief of the temporary WHO Office in 
Geneva for Africa. The next session of 
the Regional Committee will be held 
in Monrovia, Liberia, in August, 1952. 

Among the programs planned for 1952 
and 1953 are malaria control, nutrition, 
and sanitation programs, strengthening 
of public health services, and fellowships 
in public health and related specialized 
subjects, with a plan to give special 
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emphasis to training of health and aux- 
iliary personnel. 


Activities in Southeast Asia 

A summary of activities in the South- 
east Asia Regional Office has recently 
been issued by the regional director, Dr. 
Chandra Mani, following the meeting 
of the Regional Committee in Rangoon 
in September. Among the items sum- 
marized are: 


By the end of June, 1951, more than half a 
million persons in Indonesia and Thailand had 
been examined for yaws, with about 140,000 
cases discovered and treated. This campaign 
was conducted by WHO and UNICEF in co- 
operation with the respective governments. 

WHO has now taken over technical respon- 
sibility for BCG vaccination, begun in India 
and Ceylon in 1948 as a part of the Inter- 
national Tuberculosis Campaign. Since the 
campaign started, nearly 100 national teams 
in 18 states in India have been trained by 
international teams. By June 30, 1951, 4,000,- 
000 persons had been tested and 1,300,000 
vaccinated in India; 305,000 tested and 122,000 
vaccinated in Ceylon. 

UNICEF furnishes equipment and supplies 
for these projects and codperates with WHO 
in helping governments to set up demonstra- 
tion and training centers. Three centers are 
already operating in India and Burma and 
others are being developed. 

Six malaria control demonstration projects 
have been in full operation during the year. 
Of four in India, two have been handed over 
to national health organizations; one is being 
expanded with the help of FAO; another, as 
well as one each in Afghanistan and Thailand, 
is continuing. The success of these projects 
has stimulated the Afghanistan Government to 
plan extension of malaria control to seven 
other areas, and the Thailand Government 
to cover the majority of its malarious areas 
within the next five years. 

Maternal and child health projects are 
under way with UNICEF aid in several 
countries of Southeast Asia, with emphasis on 
training of nurses and other personnel in 
modern methods of care. 


Health Statistics Training Course 

A 12 week training course in vital 
and health statistics was recently held 
in Ceylon, jointly sponsored by the 
Ceylon Government, WHO, and the 
United Nations. It acquainted trainees 
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from several Asian and Pacific countries 
with modern developments in vital and 
health statistical methods, international 
regulations and codes in the field of 
health statistics, and current statistical 
programs. 

The director was K. Williams, direc- 
tor of census and statistics in Ceylon, the 
secretary, A. J. Joseph, assistant per- 
manent secretary of Ceylon’s Ministry 
of Health. Among the lecturers pro- 
vided by the Government of Ceylon, the 
UN, and WHO, was Dr. W. Thurber 
Fales, WHO consultant in health statis- 
tics and research associate of the Johns 
Hopkins School of Hygiene and Public 
Health. 

Dr. Fales was in Southeast Asia in 
September for WHO, making a rapid 
survey of the health statistics situation 
in Thailand, Ceylon, Indonesia, and 
various parts of India. 


For a Quick Look at Activities 

Two recent publications are an aid 
in keeping up with WHO round the 
world without reading extensive reports. 
They are: (1) World Health Organiza- 
tion Activities of 1950, A Summary of 
the Report of the Director-General. In 
terms of the six regional offices— 
Africa, the Americas, Southeast Asia, 
Europe, Eastern Mediterranean, and the 
Western Pacific—and in tertas of the 
individual countries aided, this report in 
some 16 pages summarizes the outstand- 
ing events in which WHO shared. It is 
a reprint from the Journal of the Ameri- 
can Medical Women’s Association and 
is available from the Public Information 
Office, WHO, United Nations, N. Y. 

The other summary document (2) is 
Resolutions and Decisions of the 
Fourth World Health Assembly, taken 
from the official records of WHO. World 
Health Organization, Palais des Nations, 
Geneva, 50¢ or 2 Swiss francs. 


CORRECTIONS 
The Executive Secretary calls atten- 
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tion to an error which crept into an item 
headed “Public Health Horizons in Latin 
America” on page 1416 of the November 
issue of the American Journal of Public 
Health. It is stated there that the Pan 
American Sanitary Bureau (now a re- 
gional arm of WHO) has been revital- 
ized “and has been organized as the 
Institute of Inter-American Affairs.” 
The statement as it reads, of course, 
is inaccurate and confusing. The origi- 
nal statement before it was edited read 
as follows: “Dr. Atwater emphasized 
the changes that had taken place during 
the last decade which had seen a revitali- 
zation of the work of the Pan American 
Sanitary Bureau (now a regional arm of 
WHO) and the organization of what is 
now called the Institute of Inter-Ameri- 
can Affairs, an agency of the United 
States Government which, in codpera- 
tion with other countries in this hemi- 
sphere, has developed what is perhaps 
the most extensive international series 
of public health projects in existence.” 


ALTON BLAKESLEE is science writer of 
the Associated Press, not the United 
Press, as inadvertently stated on page 
1292 of the October Journal. 


PERSONALS. 


Wut H. Avrranc, M.D.,* formerly VD con- 
trol officer, Oregon State Health Department, 
who has been acting director of the Health 
Resources Office, National Security Re- 
sources Board, is now director of the Health 
Resources Staff, transferred to the Office 
of Defense Mobilization, Executive Office 
of the President. 

ArtHurR C. BACHMEYER, M.D.,7 professor at 
the University of Chicago’s Division of 
Biological Science, has become professor 
emeritus but will continue as consultant for 
the Hospital Construction Program, now 
under way on the campus of the university. 

M. H. Browett,* formerly sanitary engineer 
with the Continental Air Command, U. S. 
Air Force, has been appointed director of 
environmental sanitation, Rochester (N. Y.) 
Bureau of Health. 

EizaBETH BisHop, M.D., dsitrict health officer 

of a three county district in central Oregon 
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since 1946, is now director of maternal and 
child health and of the Crippled Children’s 
Division of the Alaska Department of 
Health. 

EARNEST Boyce,* chairman of the Department 
of Civil Engineering, University of Michigan, 
was elected president of the Federation of 
Sewage and Industrial Wastes Associations 
at the recent meeting of the FSIWA in St. 
Paul. Professor Boyce was chairman of the 
Engineering Section, A.P.H.A., in 1940. 

Mary Louise Brown, R.N., M‘S., former in- 
structor in industrial nursing at the Uni- 
versity of Pittsburgh School of Nursing, is 
now teaching occupational health nursing 
courses at Yale University’s School of Nurs- 
ing and the Department of Public Health, 
succeeding Emity Myrtie Smita,t who has 
concluded a 2 year assignment to Yale from 
the U. S. Public Health Service. 

FREDERICK F. CAMERON, JR.,+ since 1947 health 
coordinator at Miami University, Oxford, 
Ohio, has assumed his duties as school health 
consultant with the New York State Com- 
mittee on Tuberculosis and Public Health, 
State Charities Aid Association, New York 
City, filling a vacancy caused by the promo- 
tion of Bernarp E. Hucues, Ed.D.,+ to be 
secretary of the local program development 
of the State Committee. 

A. Ratpn Carut, Ed.D., associate director 
since 1947 of the Laboratory of Psycho- 
logical Studies, Stevens Institute of Tech- 
nology, Hoboken, N. J., is now director of 
the Child Research Clinic, The Woods 
Schools, Langhorne, Pa. 

Joserpn Curuminatto, formerly bacteriologist, 
Veterans Administration Hospital, Ft. Har- 
rison, Mont., is now bacteriologist for the 
Alaska Health Department, Juneau Labora- 
tory. 

Cor. Paut M. Crawrorp, after 33 years in the 
U. S. Army, has become Kentucky’s new 
director of tuberculosis control, State De- 
partment of Health, a post vacant for 2 
years. Col. Crawford has done work on TB 
for the Army. 

Guiapys A. Emerson, Ph.D., of the Merck In- 
stitute for Therapeutic Research, Rahway, 
N. J:., has received the A.C.S. Garvan Medal 
of the American Chemical Society for 1952 
for her work in the field of nutrition. 

Carottne E. Farts, R.N.,7 retired after 19 
years of service with the Community Service 
Society of New York, since 1949 as acting 
director of the Society’s Nursing Program. 
She will make her home in Bethlehem, Conn. 

ProFessoOR MANUEL PEREIRA FizHo is 
now director of the National Tuberculosis 
Service, Ministry of Education and Health, 
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Brazil. Headquarters are in the capital city, 
Rio de Janeiro. 

Ruta Granam, for the past year associate 
in the Personnel and Training Service, Na- 
tional Tuberculosis Association, is now field 
representative, Virginia Tuberculosis Asso- 
ciation. 

Frank P. Gumott1, M.D.,+ medical director 
of the New York Hotel Trades and Hotel 
Association Health Center, New York City, 
has been appointed assistant clinical pro- 
fessor of industrial medicine at New York 
University Post Graduate Medical School— 
Bellevue Medical Center. 

Everett C. Hanporr,t formerly director of 
the Food and Milk Division, has been ap- 
pointed director of the newly organized 
Bureau of Sanitary Engineering of the 
Shelby County (Tenn.) Health Department, 
at Memphis. The new bureau combines the 
work of previous divisions of food and 
milk, and of general sanitation. 

GeorcE R. Hiskey, assistant chief of the Hos- 
pital Administration Division, Veterans 
Administration’s Central Office, has been 
appointed assistant manager of the VA Hos- 
pital at Houston, Tex., where he will suc- 
ceed L. H. Gunter, being transferred to 
the VA Hospital at Memphis, Tenn., as 
assistant manager. 

Lr. Cor. RaymMonp J. Karpen* of Minne- 
apolis, Minn., on September 25 was reap- 
pointed chief of the Sanitary Engineering 
Section of the Army’s Medical Service Corps. 

GERTRUDE Kunz, R.N., former educational di- 
rector, St. Louis Visiting Nurse Association, 
is now assistant nursing director for the 
Alaska Department of Health, with head- 
quarters in Anchorage. 

Monte Kyte, R.N., previously with the 
Sacramento (Calif.) Health Department, is 
now public health nurse in Sitka, Alaska 
Health Department. 

Pascat F. Luccuest, M.D., M.P.H.,* since 
1946 director of Philadelphia General Hos- 
pital, has been named vice-president and 
director of the Albert Einstein Medical 
Center in Philadelphia, effective January 8, 
1952. The Center will consolidate the 
Jewish, Mt. Sinai, and Northern Liberties 
Hospitals. 

Dr. Lucchesi, who is chairman of the 
Commission on Preventive Medicine and 
Public Health of the State Medical Society, 
received the annual Award of Merit of the 
Pennsylvania Public Health Association for 
his valuable efforts in behalf of public 
health. 

STEPHEN C. F. Manapy, M.D., for the past 
3 years chief of service and director of the 
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Research Laboratory, Firland Sanatorium, 
Seattle, Wash., has been appointed hospital 
medical management advisor, assigned to 
the Bureau of Tuberculosis Hospitals, New 
York State Department of Hospitals, 
Albany. 

Kwaris Mayers, R.N.,* has succeeded FLORA 
Wiis, R.N., as nursing consultant for 
the Southwest District Office, Ohio State 
Health Department. 

Pierce D. Netson, M.D.,7 of the Madison dis- 
trict office, Wisconsin State Health Depart- 
ment, is now director of the Tuberculosis 
and Heart Disease Control Divisions of the 
department. 

M. G. Neurpensurc, M.D., who has for years 
been with the Statistical Division of the 
Municipal Medical and Public Health De- 
partment of Amsterdam, The Netherlands, 
has recently been appointed medical officer 
of public health in The Netherlands State 
Public Health Department. He continues 
as editor in chief of The Netherlands fort- 
nightly of social medicine. 

IRENE K. ROWLAND, previously a volunteer in 
work in behalf of health and welfare 
agencies and the Parent-Teacher movement 
in Illinois, has been added to the public 
education staff of the National Society for 
Crippled Children and Adults, Chicago. 

CHArLEs Scorretp, M.D., has resigned as part- 
time commissioner of health in Struthers, 
Ohio, in order to accept the full-time po- 
sition of Mahoning County health commis- 
sioner, succeeding S. G. Patron, M.D.+ 

MortTIMer SPIEGELMAN? is president of the 
New York Metropolitan Chapter of the 
American Statistical Association. Jonn W. 
Fertic, Ph.D.,* is chairman of the Biosta- 
tistics Section of the Chapter. 

Trawick H. Stusss, M.D.,* has resigned as 
dean of the University of Missouri Medical 
School and as director of the University Hos- 
pital and of the Missouri State Program for 
Physically Handicapped Children to accept 
appointment as director of the UAW-CIO’s 
Health Institute, where he will also act as 
medical consultant for other activities of 
the union’s Social Security Department, De- 
troit, Mich. 

EucENE J. THompson, M.D., who has recently 
completed his internship at Boston City 
Hospital, has been appointed associate med- 
ical director of Winthrop-Stearns, Inc., in 
New York City. 

Ernest S. TrerKet, D.V.M.,} assistant chief, 
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Veterinary Public Health Services, Com- 
municable Disease Center, Atlanta, is on a 
three month tour of duty in Europe, Africa, 
and Asia for WHO. Dr. Tierkel will con- 
sult with public health authorities on rabies 
research and control activities, returning to 
the United States early in January, 1952. 

Frep S. VENABLE, until recently in charge of 
industrial hygiene activities of the Texas 
State Health Department’s district office in 
Fort Worth, has resigned to become indus- 
trial hygiene engineer, Esso Standard Oil 
Co., Louisiana Division, Baton Rouge. 

HerMAN E. Wirtu, M.D.,7 in the New York 
State Health Department since 1948, has 
been named principal public health physician 
for tuberculosis control of the Department. 

SAMUEL M. Wisurik, M.D., M.P.H.,* formerly 
director of child health, New York City De- 
partment of Health, has accepted appoint- 
ment as professor of maternal and child 
health at the University of Pittsburgh 
School of Public Health. Dr. Wishik was 
also a pediatrician in private practice in 
New York City. 

Mayor ALEXANDER H. ZIMMERMAN,* recently 
assistant chief, Chicago Bureau of Heating, 
Ventilation, and Industrial Sanitation, has 
been assigned to the Air Surgeon’s Office, 
HQ, U. S. Air Forces in Europe, as an in- 
dustrial hygiene and sanitary engineer. He 
will check on USAFE water, sewage, and 
ventilation systems. 

Artour R. ZinteK, M.D.,+ has resigned as 
director of the Section of Preverftable Dis- 
eases of the Wisconsin State Board of 
Health to become assistant medical director, 
Northwestern Mutual Life Insurance Com- 
pany in Milwaukee. He has been succeeded 
by Mitton Feic, M.D.,* formerly medical 
director of the Green Bay district. 


DEATHS 
Harrret L. Harttey, M.D.,* retired chief, 
Division of Child Hygiene, Philadelphia 
(Pa.) Department of Health and former 
president of the Pennsylvania Public Health 
Association, on October 18 (Maternal and 
Child Health Section). 

Anton J. ScHRAMEL, M.D.,* deputy commis- 
sioner of health, Milwaukee, Wis., on 
November 17, 1950, of a heart attack 
(Health Officers Section). 


CONFERENCES AND DATES 
Coming in December, January and February: 
American Association for the Advancement 
of Science. Convention Hall, Philadelphia, 
Pa. Dec. 26-31. 
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1929 
1930 
1931 
1932 
1933 
1934 
1935 
1936 
1937 
1938 
1939 
1940 


Charles V. Chapin, M.D.* 
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Recipients of the Lasker Awards 


The American Public Health Association, through the presentation of the Albert 
and Mary Lasker Foundation Awards, acknowledges outstanding contributions to 
scientific research related to diseases which are the most frequent causes of death 
and disability, and for distinguished services in the field of public health. 


The Lasker Awards for 1946 were conferred 

upon: 

Dr. Carl Ferdinand Cori 

Dr. Alexander S. Weiner, Dr. Philip Levine, 
and Dr. Karl Landsteiner (posthumously) 

Dr. John Friend Mahoney 

Dr. Alfred Newton Richards 

Dr. Fred L. Soper 
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The British Ministries of Food and Health 
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The Lasker Awards for 1948 were conferred 
upon: 
Dr. Selman A. Waksman and Dr. Rene J. 
Dubos, jointly 


. Vincent du Vigneaud 
. Martha M. Eliot 
. R. E. Dyer 


Dr 
Dr 
Dr 


The following group was cited: 

The Department of Medicine and Surgery, 
Veterans Administration, and especially 
Dr. Paul R. Hawley and Dr. Paul B. 
Magnuson 


The Lasker Awards for 1949 were conferred 

upon: 

Dr. Haven Emerson 

Dr. Andre Cournand 

Marion W. Sheahan, R.N. 

Dr. Max Theiler 

Dr. William S. Tillett 
Christensen, jointly 

Dr. Edward C. Kendall and Dr. Philip S. 
Hench, jointly 


and Dr. L. R. 


The following groups were cited: 
The American Academy of Pediatrics 
The Life Insurance Medical Research Fund 


The Lasker Awards for 1950 were conferred 
upon: 
Dr. George Wells Beadle 
Dr. Eugene L. Bishop 
Dr. George Papanicolaou 


The following group was cited: 
The International Health Division of the 
Rockefeller Foundation 


The Association acknowledges with deep appreciation its indebted- 
ness to its Sustaining Members whose annual dues help support the 
Association's general program 
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Vice-Chm., Thomas W. Clune, D.M.D., Crans- 
ton, R. I. 

Secy., Thomas L. Hagan, D.D.S., Washington, 


Medical Care 


Chm., James P. Dixon, Jr.. M.D., Denver, 
Colo. 

Vice-Chm., Paul B. Cornely, M.D., Washing- 
ton, D. C. 

Secy., Milton Terris, M.D., Bethesda, Md. 


Representatives of Affiliated Societies 
and Branches 


James P. Ward, M.D., Arizona 

Roy L. Cleere, M.D., Colorado 

Alfred L. Burgdorf, M.D., Connecticut 
Domingo F. Ramos, M.D., Cuba 

Wilson T. Sowder, M.D., Florida 

James A. Thrash, M.D., Georgia 
Lawrence J. Peterson, Idaho 

Winston H. Tucker, M.D., Illinois 

Walter L. Bierring, M.D., Iowa 

Vernon M. Winkle, M.D., Kansas 
Raymond S. Patterson, Ph.D., Massachusetts 
George C. Stucky, M.D., Michigan 

Robert N. Barr, M.D., Minnesota 

J. Earl Smith, M.D., Missouri 

Billy Tober, New Mexico 

John L. Rice, M.D., New York City 
Melvin E. Koons, North Dakota 

C. Martin Mills, M.D., Northern California 
Harry Wain, M.D., Ohio 

John W. Shackelford, M.D., Oklahoma 

Eli Eichelberger, M.D., Pennsylvania 
Guillermo Arbona, M.D., Puerto Rico 

Ben F. Wyman, M.D., South Carolina 
William C. Buss, M.D., Southern California 
. South Dakota 

Robert H. Hutcheson, M.D., Tennessee 
Earle W. Sudderth, Texas 

E. H. Bramhall, Utah 

Kathleen M. Leahy, R.N., Washington State 
Guy R. Post, M.D., West Virginia 

George A. Denison, M.D., Southern Branch 
Arthur L. Ringle, M.D., Western Branch 
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ANNUAL MEETINGS 


-Long Branch, N. J., September 12 ................. 1872 

2d New York, N. Y., November 11-14 ................ 1873 
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ANNUAL MEETINGS (Cont.) 


72d (Wartime Conference) New York, N. Y. ........... 1943 
73d (Wartime Conference) New York, N. Y. ........... 1944 


* Post-Convention Meeting, Mexico City, Mex., 1930. 


t Post-Convention Meeting, Havana, Cuba, 1936. 


Publications of the A.P.H.A. 


A. P. H. A. Year Book 1950-1951 ........... $1.50 
An Appraisal Method for Measuring the Quality 
of Housing: A Yardstick for Health Officers, 
Housing Officials and Planners: 
Part I. Nature and Uses of the Method. 1945. 


$1.00 
Part II. Appraisal of Dwelling Conditions. 
Director’s Manual; Field Procedures; Office 
Part III. Appraisal of a Environ- 
Basic Principles of Healthtai ane 2nd ed. 
reprinted 1950. Report of the Committee on 
the Hygiene of Housing. 34 pp........... .50 
Control of Communicable Diseases in Man, 7th 


Diagnostic Procedures and Reagents. Technics 

for the Laboratory Diagnosis and Control of 

the Communicable Diseases. 3rd ed., 1950. 

Diagnostic Procedures for a and Rickettsial 

Diseases. 1948. 347 
Directory of Public Health "Statisticians, 4th ed., 

Oct. 1948 (free to members of the Statistics 

Methods for Determining Lead in Air and in 

Biological Materials. 1944. 41 
Occupational Lead Exposure and Lead Poisoning. 

Panum on Measles. By P. L. Panum (Transla- 

tion from the Danish). Delta Omega ed., 1940. 


35 Year Index of the American Journal of 
Public Health. Years 1911 to 1945. 340 pp. 


Buckram Ed. $7.00. Paper Ed...........-s0- $3.75 
Proceedings of the National Conference on Local 

Health Units. Ann Arbor. Supplement to 

A.J.P.H., Jan. 1947. 160 pp. Covered..... $1.00 
Proceedings of the Princeton Conference on 

Local Health Units, Sept. 1947............ -50 


Proposed Sanitary Code. Part III of a Study of 


Public Health Career Pamphlets: 
Public Health—A Career with A Future. Re- 


vised edition 1S 
Industrial Hygiene 1949 free: 
The Engineer and Sanitarian 1949 rye 
Statistician 1950 6-99 copies ea. 10¢ 


Selected Papers of Haven Emerson. 1949. 
$3.00 
Shellfish and Shellfish Waters. Recommended 
Methods of Procedure tor Bacteriological Ex- 


amination 19467. 123 .25 
Standard Methods for the Examination of Dairy 
Products. 9th. ed., 1948. 373 pp..........- $4.00 
Laboratory Outline of Chapter II, 15 pp... 25 
Microbiological Methods for Milk and 
GP 75 
Photographic Sediment Chart, 1948 ed....... $1.50 


Standards for Healthful Housing; A.P.H.A. 
Committee on the Hygiene of Housing: 
Part I. Planning the Neighborhood. 1948. 


2.50 
Part II. Planning the Home for Occupancy, 

Part III. Construction and Equipment of the 

Home. 1951. 78 $2.50 
The set, handsomely boxed...............- $7.50 


Survey Form for Milk Laboratories. Revised. 
Single copies 10¢; 50 copies $1.00; 100 copies 
$1.50; 1000 copies $10.00. 

Standard Methods for the Examination of Water 


and Sewage. 9th ed. 1946. 286 pp....... 4.00 
Glossary Water and Sewage Control Engineer- 
ing. 1949. 274 pp. Paper cover ... . 1.00 


Swimming Pools and Other Public Bathing 
Places. Recommended Practice for Design, 


Equipment and Operation of. 1949. 56 pp... .50 
The “Shattuck Report”. Report of the Sanitary 

Commission of Massachusetts: 1850. 321 pp... $4.50 
What’s the Score? Committee on Administrative 

Practice, A.P.H.A. 1950. -50 


111 pp.... 


12 YEAR Book 


A.P.H.A. AFFILIATED SOCIETIES AND BRANCHES 
SOCIETY AND SECRETARY 


Arizona Pusitic Heattu Association, Mrs. Virginia Hafner, 1625 W. Adams, Phoenix 

Cotorapo Pustic Heattu Association, Ruth J. Raattama, M.D., Denver Bureau of Health and 
Hospitals, Denver 

Connecticut Pusrtic Heattn Association, Harry Auerbach, 310 Cedar St., New Haven 

Cusan Pusiic Heattnu Sociery, Dr. Raphael Calvo Fonseca, San Rafael 1170, Havana 

Fioripa Pustic ASSOCIATION, Fred B. Ragland, P. Box 210, Jacksonville 

Georcta Pustic Heattn Association, C. S. Buchanan, State Department of Health, Atlanta 

IpaHo Pustic Heattu Association, A. W. Klotz, State Department of Health, Boise 

Intrnors Pustirc HeattuH Association, Ben D. Kiningham, Jr., 730 South Sixth St., Springfield 

Iowa Pustic HEALTH AsSocIATION, L. E. Chancellor, State Department of Health, Des Moines 

Kansas Pusrtic Heattn Association, Evelyn Ford, State Board of Health, Topeka 

MassacHusetts Pustic HEALTH AsSOcIATION, Mrs. Elizabeth K. Caso, 695 Huntington Ave., Boston 

Micuican Pusiic HeattH Association, La Rue Miller, State Department of Health, Lansing 

Minnesota Pustic Heattna Conrerence, D. S. Fleming, M.D., State Dept. of Health, University 
Campus, Minneapolis 

Missouri Pustic Heattu Association, Albert W. Happy, Jr., State Division of Health, Jefferson City 

New Mexico Pustic Heattn Association, Mary M. Gilliland, Box 711, Santa Fe 

NortH Dakota Pusiic Heattu Association, Eva Dockter, State Dept. of Health, Bismarck 

NorTHERN Pusiic Heart Association, Christine MacKenzie, Rm. 751, 760 Market St., 
San Francisco 

Onto Pustic Heattu Association, W. R. Haines, 17 Lawrence Block, Bellefontaine 

OxtaHoma Pustic Heattu Association, Marjorie Butler, State Dept. of Health, Oklahoma City 

PENNSYLVANIA Pustic HeattH Association, J. Clarence Funk, R.F.D. 1, Box 122, Fayetteville 

Pusric Heatta Association or New York City, Charles A. Freck, 159-29 90th Ave., Jamaica, N. Y. 

Puerto Rico Pustic HeattH Association, Ixia Sifontes, Box 7155, Santurce 

South Carotina Pustic Heattu Association, Carrie B. Du Priest, State Board of Health, Columbia 

South Dakora HeattH Association, Clarence E. Sherwood, M.D., 109 Center St. W., Madison 

SOUTHERN CALIFORNIA Pustic HeattnH AssoctaTion, Herbert H. Cowper, M.D., 116 Temple St., 
Angeles 

Tennessee Pustic HeattH Assocration, Monroe F. Brown, M.D., State Department of Health, 420 
Sixth Ave., N. Nashville 

Texas Pusitic Heattu Assoctation, Earle W. Sudderth, Dallas Co., Health Dept., Dallas 

Uran Pusric Heattn Association, William R. Manning, State Capitol Bldg., Salt Lake City 

WasHINGTON State Pustic HEATH Association, Elizabeth Massier, 2324 Pacific Ave., Tacoma 

West Vircinta Pustic Heatta AssoctraTion, Annette King, State Department of Health, Charleston 

Sournern Brancn, A.P.H.A., L. M. Graves, M.D., 879 Madison Ave., Memphis, Tenn. 

Western Brancn, A.P.H.A., Walter S. Mangold, Univ. of California, Berkeley, Calif. 


Staff of the American Public Health Association 


Professional and Administrative Personnel 


Central Office, 1790 Broadway, New York 19, C.-E. A. Winslow, Dr.P.H., Editor, Ameri- 

N. Y. can Journal of Public Health 

Reginald M. Atwater, M.D., Executive Sec- 444,11 System Service, 1790 Broadway, New 
retary and Managing Editor, American York 19. N.Y . 
Journal of Public Health : 

Jeanne L. Bickel, Office Manager and 
Accountant 

Edith M. Boyd, Associate Secretary, Com- 
mittee on Administrative Practice ; and Elaine Grimm, Psychometrician 
Committee on Professional Education Elizabeth Lazo, Statistician 

Florence A. Browne, M.D., Staff Director, Lillian D. Long, Ph.D., Director 
Committee on Child Health Helen Wall, Office Manager 

Francis B. Elder, Engineering Associate 

Lawrence M. Fisher, Engineering Field As- 


Ruth Bolman, Assistant Psychometrician 

Dorothy Deming, R.N., Consultant in Pub- 
lic Health Nursing 

Charles B. Frasher, Field Consultant 


Subcommittee on the Hygiene of Housing, 321 
Congress Ave., New Haven, Conn. 


sociate 
Augusta Jay, Editorial Associate Eleanor Watkins, Secretary 
Roscoe P. Kandle, M.D., Field Director Subcommittee on Medical Care, P. O. Box 
Martha Luginbuhl, Research Assistant 5998, Bethesda, Md. 
Elsie A. Siemer, Membership Secretary Nathan Kramer, Administrative Assistant 


Willimina Rayne Walsh, Associate Secretary Milton I. Terris, M.D., Staff Director 


Scientific Exhibit Citations — St. Louis Annual Meeting 


to participate in satisfying a personal pur- 


T the 78th Annual Meeting in St. 

Louis, 48 exhibitors participated in 

the Scientific Exhibit. The Committee 

on Scientific Exhibits commended all the 

exhibitors and felt that the exhibits were 

of the highest quality ever shown at an 
A.P.H.A. meeting. 

Andie Knutson, Ph.D., Chairman of 
the Subcommittee on Evaluation, for the 
third time directed a scoring project 
using objective criteria developed by 
the committee. Members of the Public 
Health Education Section Subcommittee 
on Exhibits participated in the prelimi- 
nary work of evaluation. The St. Louis 
Local Committee shared in assisting 
with the tabulation process. A summary 
of the detailed questionnaire and the 
points allowed each item follow: 


1. Is it physically possible to read the exhibit 
from the point of observation? .. 10 points 
2. Will all graphs, charts and diagrams be 
clearly understood by the intended audi- 
ence? Has the use of statistical presenta- 
tions been kept at a minimum? .. 10 points 
3. Is the vocabulary and style of writing used 
such that the intended audience can com- 
fortably follow and understand the ex- 
4. Does the exhibit sustain interest long 
enough to be read completely? .. 10 points 
5. Does the exhibit impart the message that it 
is desired to impart? (This involved com- 
parison with the statements of the objec- 
tives of each exhibit as given by the 
observers and the exhibitors) ... 25 points 


6a. Does the exhibit tie in with the interests of 
6b. Does the exhibit offer the visitor a chance 


15 points 
7. Has use been made of supplementary 
teaching aids (qualified attendant present, 
visual aids used, visitor-operated devices 
employed, literature tied in with the 
The following exhibitors were an- 
nounced as having earned the highest 
scores: 
American Dietetic Association 
American Heart Association 
Canadian Department of National Health and 
Welfare 
Missouri Division of Health 
National Society for the 
Blindness 
U. S. Public Health Service, 
Chronic Disease 
Although the A.P.H.A. exhibits are 
not eligible for citation, Special Mention 
was made of the Merit System Service 
exhibit whose score was in the same 
range as those cited. 
Committee on Scientific Exhibits 
FRANKLIN M. Foore, M.D., 
Chairman 
Paut H. Brown, M.D. 
HoMER N. CALVER 
THEODORE S. DRACHMAN, M.D. 
VIVIAN DRENCKHAHN 
FRANCIS B. ELDER 
RALPH T. FISHER 
Horace HUGHES 
ANDIE L. KNutTson, PH.D. 
GRANVILLE W. LArimoreE, M.D. 
S. S. Lirson 
WILLIm™INA R. WALSH 


Prevention of 


Division of 
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CONSTITUTION AND BY-LAWS 
AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
As Amended Effective November 3, 1950 


CONSTITUTION 


ARTICLE I Name 

The name of this Association, incorporated 
under the laws of Massachusetts, is the Ameri- 
can Public Health Association. 


ARTICLE II Osyect 
The object of this Association is to protect 
and promote public and personal health. 


ARTICLE III 

Section 1. There shall be seven classes of 
constituents to be designated as Fellows, 
Honorary Fellows, Members, Sustaining Mem- 
bers, Life Members, Affiliated Societies, and 
Regional Branches. 

Section 2. The right to hold office, except 
the office of Vice-President, or to serve as a 
member of the Governing Council, the Ex- 
ecutive Board, or of a Section Council, or of 
a standing committee, or as the chairman of 
a committee of the Association or of a Sec- 
tion, or to vote on any amendment to the 
Constitution shall be limited to Fellows and to 
Life Members and Honorary Fellows who have 
been elected Fellows of the Association. 

Section 3. The qualifications of the several 
classes of constituents, and the dues of each 
of them, the manner of their election, and 
their rights and privileges, except as specified 
in this Constitution, shall be established in 
the By-Laws. 
ARTICLE IV Governtnc Councit Compo- 

SITION 

Section 1. There shall be a Governing 
Council which shall consist of: 

(a) The officers of the Association and the 
Elective Members of the Executive Board. 

(b) The Chairman, Vice-Chairman, and 
Secretary of each Section, and the elective 
members of the Council of the Health Officers 
Section. 

(c) One representative to be designated by 
each Affiliated Society. 

(d) One representative to be designated by 
each Regional Branch. 

(e) Thirty members of the Council, to be 
elected by the Fellows and members of the 
Association, for three year terms, one-third of 
whose terms shall expire each year. Such 
members of the Council shall be known as 
elective Councilors and shall be nominated and 
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elected as provided for in the By-Laws. If an 
elective Councilor is elected a Section Chair- 
man, Vice-Chairman, or Secretary, or an elec- 
tive member of the Council of the Health 
Officers Section, or appointed the representa- 
tive of an Affiliated Society, or of a Regional 
Branch, a Councilor to fill such vacancy shall 
be elected by the Governing Council. All 
vacancies while in office shall be filled by elec- 
tion for the unexpired term. After two con- 
secutive terms, an elective Councilor shall be 
ineligible for reélection to the Council during 
one Association year. 

Section 2. The terms of all Councilors, ex- 
cept the representatives of Affiliated Societies 
and Regional Branches, shall begin immedi- 
ately following the adjournment sine die of 
the Governing Council in existence at the time 
of their election and shall terminate with the 
adjournment sine die of the Governing Coun- 
cil at the annual meeting at which their re- 
spective terms expire; provided that newly 
elected Councilors shall have the right to at- 
tend meetings of the Council in an advisory 
capacity as soon as elected. 

The terms of the representatives of Affiliated 
Societies and Regional Branches shall begin and 
terminate in accordance with the constitution 
and by-laws of their respective organizations. 

Section 3. The Officers of the Association 
shall be the Officers of the Council. 

Section 4. A Quorum of the Council shall 
consist of twenty Councilors. 

Section 5. Meetings of the Council shall be 
called by the Executive Secretary at the re- 
quest of the President, or at the request in 
writing of any twelve Councilors. In the 
latter case, the call to the meeting shall be 
issued at least twenty days in advance of the 
meeting and shall state the purpose for which 
it is called. 


ARTICLE Governinc Council FUNCTIONS 

The functions of the Governing Council 
shall be: 

Section 1. To establish and 
By-Laws of the Association. 

Section 2. To establish policies for the As- 
sociation and for the guidance of the Execu- 
tive Board and the Officers. 

Section 3. To consider all resolutions pro- 
posed for approval in the name of the Associa- 


amend the 
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tion, and to receive and act upon a report 
from a committee on resolutions appointed 
annually by the President. 

Section 4. To approve all standards pro- 
mulgated in the name of the Association. 

Section 5. To receive at its first session at 
the time and place of the annual meeting of 
the Association, a report from the Chairman 
of the Executive Board in which the work, the 
accomplishments, and the financial status of 
the Association during the year preceding such 
annual meeting shall be reviewed and a state- 
ment made of the major activities contem- 
plated for the ensuing year. 

Section 6. To establish Sections of the As- 
sociation; to combine or discontinue them 
when necessary; to prescribe the qualifica- 
tions of the members of Section Councils and 
the chairmen of Section committees; to main- 
tain coérdination among Sections; and to 
formulate general rules governing their policies. 

Section 7. To elect the Executive Board, 
the officers of the Association, with the ex- 
ception of the Chairman of the Executive 
Board and the Executive Secretary, to elect 
Fellows, Honorary Fellows, Life Members, 
and Affiliated Societies, and to establish 
Regional Branches. 

Section 8. To publish after each of its meet- 
ings an abstract of the minutes of such meeting. 


ARTICLE VI Orricers 

The officers of this Association shall be a 
President, a President-elect, three Vice-Presi- 
dents, an Executive Secretary, a Treasurer, 
and the Chairman of the Executive Board. The 
officers, with the exception of the Chairman of 
the Executive Board and the Executive Secre- 
tary, shall be elected by written ballot of the 
Governing Council as provided in this article 
and in the By-Laws. The President-elect shall 
serve as such from the close of the annual 
meeting at which he was elected to the close 
of the next annual meeting, when he shall 
automatically become President. As President 
he shall serve to the close of the next succeed- 
ing annual meeting. However, in case of the 
inability of the President to complete his term 
for any reason, the President-elect shall at 
once succeed to the duties of President, filling 
the unexpired term of his predecessor and his 
own term consecutively. -Other officers, ex- 
cept the Chairman of the Executive Board 
and the Executive Secretary, shall serve 


from the close of the annual meeting when 
elected until the close of the next annual 
meeting, and all officers shall serve in any case 
until their successors are elected and qualified. 
A majority vote of the Councilors voting shall 
be required to elect, and if no candidate re- 


ceives a majority vote on the first ballot, the 
candidate receiving the smallest number of 
votes shall be dropped after each ballot in 
succession until a majority vote is obtained. 
The Chairman of the Executive Board and 
the Executive Secretary shall be elected by the 
Executive Board, which Board shall define 
the duties and authority of these officers, 
respectively. 


ARTICLE VII. Executive Boarp 

Section 1. There shall be an Executive 
Board, consisting of the President, the Presi- 
dent-elect, the Treasurer, and six members, 
to be known as the Elective Members, elected 
for terms of three years each by the Govern- 
ing Council. The Elective Members shall be 
at the time of their election past or present 
members of the Governing Council. The 
terms of the Elective Members shall begin 
at the close of the annual meeting at which 
they are elected and terminate at the end of 
the annual meeting at the expiration of their 
respective terms. The terms of two Elective 
Members shall expire each year in rotation. 

Section 2. Acceptance of membership on 
the Executive Board shall terminate any ap- 
pointment such Fellow may hold on any of 
the standing committees of the Association. 

Section 3. It shall be the duty of the Ex- 
ecutive Board to direct the administrative 
work of the Association; to act as _ the 
Trustee of the Association’s properties; to elect 
the Members and Sustaining Members; and in 
general to carry out the policies of the Govern- 
ing Council between meetings of the latter. 

It may designate an Assistant Treasurer 
whose powers shall be limited to the disburse- 
ment of funds in accordance with duly 
authorized budgets for the ordinary conduct 
of Association business. Such power shall be 
exercised only during a period when, in the 
opinion of the Board, an emergency is created 
due to the absence or disability of the 
Treasurer. Such Assistant Treasurer may be 
a Fellow or a corporate fiduciary institution. 

In the event of a vacancy in the office of 
Treasurer, the Executive Board shall have 
power to elect a Fellow to serve as Treasurer 
for the unexpired term. 

It shall have such further powers and duties 
as may be prescribed in the By-Laws. 

Section 4. A Quorum of the Executive 
Board shall consist of five members. 


ARTICLE VIII AMENDMENTS 

This Constitution may be amended by the 
Fellows of the Association voting thereon in 
a ballot cast by mail, provided that the specific 
amendment to be acted upon is published in 
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the official publication of the Association not 
less than thirty days prior to the mailing of the 
ballots to the Fellows by the Administrative 
Office, and provided further that: the amend- 
ment has received prior approval by the Gov- 
erning Council. The closing date for the 
reception of ballots shall be forty-five days 
from the date of the mailing of the ballots 


by the Administrative Office. An amend- 
ment shall become effective only upon re- 
ceiving an affirmative vote on two-thirds 
of the ballots cast by the Fellows. The 
President shall designate Tellers to can- 
vass the ballots and to report the result 
to the Governing Council as provided in 
the By-Laws. 


BY-LAWS 


ARTICLE Fettows 

Section 1. Professional health workers who 
have been members of the Association for at 
least two years, and who are of established 
professional standing in the field of public 
health (whether employed by public or private 
organizations or in independent private prac- 
tice) shall be eligible for election as Fellows, 
provided that the applicant shall have reached 
his thirtieth birthday at the time application 
for Fellowship is made and subject to the 
further conditions of this Article. 

Section 2. The following persons shall be 
considered to have an established professional 
standing in public health for this purpose: 

(a) A person who has rendered acceptable 
service for two or more years in a responsible 
public health position and who has been 
awarded in course a degree of Doctor of 
Public Health, Doctor of Science in Public 
Health, Doctor of Philosophy in Public 
Health, Doctor of Medicine with at least one 
year of graduate study in public health in a 
university, Master of Public Health, Diploma 
in Public Health or other equivalent degrees, 
according to standards approved by the Ex- 
ecutive Board of the American Public Health 
Association. 

(b) A person who has been awarded in 
couse an academic or professional degree in- 
volving training in public health and who 
has been regularly engaged in health work 
for at least five years, having rendered meri- 
torious service as a health officer or in re- 
sponsible charge of work in either a public or 
private health agency. 

(c) A person who has done notable original 
work in public health or preventive medicine 
of a character to give him a_ recognized 
standing. 

(d) A person regularly engaged in health 
work for at least five years, who has given 
evidence of special proficiency, who has at- 
tained a recognized standing. 

(e) A teacher of public health or one of its 
constituent sciences who has attained distinc- 
tion as an expounder of the principles of 
public health or its constituent sciences. Such 


a teacher shall have had at least five years’ 
experience as a teacher of public health sub- 
jects. Any years of experience as defined in 
paragraphs (b) and (d) that the applicant 
may have had shall be considered the equiva- 
lent of the same number of years’ experience 
as a “ teacher.” 

(f) A person not covered by the above, who 
has made substantial contributions to public 
health work in his chosen branch and who 
has attained a recognized professional standing. 

Section 3. Every application for Fellow- 
ship shall be made on an approved form and 
shall be sponsored by two Fellows of the As- 
sociation who shall be Fellows of the Section 
with which affiliation is desired, provided, 


. however, that when affiliation with a Section 


is not desired, the sponsors may be any two 
Fellows in good standing in the Association. 
Fellows without Section affiliation shall be 
known as unaffiliated Fellows. 

Section 4. 

(a) When an application has been duly 
sponsored and otherwise completed, it shall be 
transmitted to the Administrative Office of the 
Association, which shall make note thereon of 
such knowledge as it may have concerning the 
standing of the applicant in the Association. 
The application shall be forwarded by the 
Administrative Office to the Secretary of the 
Section in which affiliation is desired for the 
action of the Section Council, and, when 
acted upon by the Section Council, he shall 
return it to the Administrative Office after 
he shall have endorsed thereon the action of 
the Section Council. When the application 
is for unaffiliated Fellowshij, the Executive 
Board of the Association shall act in place 
of the Section Council. To be eligible for 
election, individuals applying for Fellowship 
under the provisions of subsections (a) and 
(b) of Section 2 of this Article shall require 
for approval a majority vote of the Section 
Council or the Executive Board. All other 
applicants shall require for approval a two- 
thirds vote of such Section Council or the 
Executive Board. 

(b) When the application has been ap- 
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proved by the Section Council or the Execu- 
tive Board, as above provided, it shall be 
voted upon by the Committee on Eligibility. 
Applications requiring a majority vote of the 
Section Council or Executive Board shall re- 
quire for approval a majority vote of the 
Committee on Eligibility. All other appli- 
cations shall require unanimous approval of 
the Committee on Eligibility. If approved, as 
above specified, and provided the name of 
the applicant shall have been officially pub- 
lished at least fifteen days in advance, the 
application shall be voted upon by. the 
Governing Council, and if approved by three- 
fourths of the vote cast, the applicant shall 
be declared elected a Fellow. 

Section 5. 

(a) A Fellow may belong to and vote in 
only one Section, but such affiliation may be 
transferred to another Section if approved by 
vote of a majority of the Council of the latter 
Section. Unaffiliated Fellows may become af- 
filiated with a Section if approved by vote of 
a majority of the Council of the Section with 
which affiliation is desired. 

(b) Fellows shall have all the rights and 
privileges provided for members in addition 
to those specifically reserved to them by the 
Constitution and By-Laws. 

Section 6. Honorary Fellows may be 
elected by a three-fourths vote of the Gov- 
erning Council for distinguished service in 
public health. Honorary Fellowship shall not 
confer voting power but Honorary Fellows 
who have previously been Fellows or mem- 
bers of the Association shall retain all the 
privileges of Fellowship or membership. 


ARTICLE II Memsers 

Section 1. Persons professionally engaged or 
interested in public health work shall be 
eligible for election as members by a three- 
fourths vote cast by the Executive Board 
when sponsored by two members or Fellows 
and after approval by the Committee on 
Eligibility. They shall be entitled to receive 
the official journal of the Association, to vote 
for elective Councilors, for the officers and 
members of the Council of the Section with 
which they are affiliated, and upon all motions 
and resolutions coming before such Section, to 
participate generally in its proceedings and to 
serve on committees, except as provided in the 
Constitution and By-Laws. A member may 
belong to and vote in only one Section, but 
such affiliation may be transferred to another 
Section if approved by vote of a majority of 
the Council of the Section to which change 
is desired. Unaffiliated members may become 
affiliated with a Section if approved by vote 


of a majority of the Council of the Section 
with which affiliation is desired. 

Section 2. Individuals or corporations in- 
terested in public health may be elected to 
Sustaining Membership by a_ three-fourths 
vote of the Executive Board. Sustaining 
Members shall be entitled to receive the 
journal and such other publications of the 
Association as the Executive Board may 
designate. 

Section 3. Upon the recommendation of 
the Committee on Eligibility, any individual 
member or Fellow of the Association may be 
elected a member for life. The dues for Life 
Members shall be $200.00 payable within one 
year after election. Election to this grade 
shall not affect the privileges held by such 
an individual as a regularly elected member 
or Fellow. 


ARTICLE III Arrimiatep Societies 

Section 1. A state or provincial public 
health association or similar regional society 
including more or less than a state, primarily 
composed of professional public health work- 
ers and organized for the same general objects 
as the American Public Health Association, 
may be elected by a three-fourths vote of the 
Governing Council as an Affiliated Society, 
provided that not less than twenty of its 
active members and at least one-half of its 
active members are members or Fellows of the 
American Public Health Association. Not 
more than one such society shall be admitted 
from the same area. 

Section 2. A society applying for affiliation 
shall submit a copy of its constitution and 
by-laws, its last annual budget, a roster of its 
members, and such other evidences of its 
qualifications as may be required. It shall 
submit annually and at other times such 
reports on its financial standing, membership, 
and other matters as may be required by the 
Executive Board of the American Public 
Health Association. 

Section 3. The Committee on Eligibility 
shall consider all applications for affiliation 
and report its recommendations to the Gov- 
erning Council. 


ARTICLE IV Dues 

Section 1. The following constituents shall 
be exempt from the payment of annual dues: 
Honorary Fellows, Life Members, Fellows and 
members who have been affiliated with the 
Association for thirty years or more and who 
have retired from active duty, and Fellows and 
members who have been affiliated with the 
Association for forty years regardless of retire- 
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ment. The dues of all other constituents are 
payable annually in advance. 

Section 2. The dues for members shall be 
$7.00, for Fellows $12.00, and for Sustaining 
Members $100.00 or more. 

Section 3. The dues for Affiliated Societies 
shall be one per cent of their gross annual 
income, provided that the minimum dues per 
society shall be $10.00 per year, and pro- 
vided further that for every Fellow or mem- 
ber paying annual dues to the American Public 
Health Association, the Association shall remit 
to the Affiliated Society of which such person 
is a member the sum of $1.00 per annum. 
ARTICLE V_ Discontinuance OF MEMBER- 

SHIP. 

Section 1. Constituents of any class whose 
dues are unpaid for six months or more shall 
be considered not in good standing. Con- 
stituents not in good standing shall not be 
entitled to any of the privileges or powers of 
membership, Fellowship, or affiliation. Good 
standing may be resumed upon the payment 
of all arrears and dues in advance for one 
year, ; rovided the lapsed period is not greater 
than one year. The Administrative Office shall 
notify by registered mail all constituents who 
have been in arrears for a period of eleven 
months. The names of constituents in any 
class whose dues remain unpaid for one year 
or more and who have been duly notified as 
above provided shall be presented to the 
Executive Board which shall order the names 
of such constituents stricken from the member- 
ship roll. Constituents whose names have 
been stricken from the rolls in this manner 
may be again admitted in the manner provided 
for the election of new constituents in the 
class for which they make application, pro- 
vided such person or organization complies 
with the eligibility requirements at the time the 
new application is made. 

Section 2. If, in the opinion of the Execu- 
tive Board, any member or Fellow of the 
Association permits the use of his name, or 
otherwise allows himself to be quoted or used 
for illustration in the advertising of a com- 
mercial product, in such a manner as to reflect 
discredit upon the Association, his Fellowship 
or membership in the Association shall there- 
upon be terminated. 

Section 3. Upon the recommendation of 
the Committee on Eligibility the Governing 
Council may discontinue the membership, 
Fellowship or affiliation of any constituent. 
Three-fourths of the votes cast shall be neces- 
sary for such action. 


ARTICLE VI Pustications 
Section 1. All publications of the Associa- 


tion and of its Sections shall be issued under 
the direction of the Executive Board. 

Section 2. The American Journal of Pub- 
lic Health shall be the official journal of the 
Association. The Executive Board shall ap- 
point a Managing Editor of the officiai 
journal and an Editorial Board of not less 
than five members to serve at the pleasure of 
the Executive Board. All papers and reports 
for the annual meetings are to be accepted 
with the understanding that they shall be the 
property of the Association for publication, 
unless this right is waived by the Managing 
Editor. 


ARTICLE VII Etectrive Councitors 

The Elective Members of the Governing 
Council shall be nominated and elected accord- 
ing to the following procedure and schedule. 
The times designated for the several steps 
shall date from the first day of the next 
annual meeting as designated by the Executive 
Board. 

Section 1. There shall be a nominating 
committee, to be known as the Nominating 
Committee for Elective Councilors, composed 
of one Fellow elected by each Section at the 
preceding annual meeting, and an additional 
Fellow designated by the Executive Board, 
the latter serving as Chairman. This Commit- 
tee shall present to the Administrative Office 
not less than six months before the annual 
meeting the names of at least twenty and not 
more than thirty Fellows of the Association 
selected with due regard to geographical and 
membership considerations as nominees for 
the Governing Council. 

Section 2. The Administrative Office shall 
publish to the membership not less than five 
months before the annual meeting the, nomi- 
nees selected by the Nominating Committee 
and at the same time shall announce the date 
on which the official ballot will be mailed 
to the Fellows and members. 

Section 3. Upon the petition of twenty- 
five Fellows the Nominating Committee shall 
add the name of any Fellow to the nominees 
selected by it, provided such petition is re- 
ceived not less than three months before the 
annual meeting. 

Section 4. Not less than two months pre- 
vious to the annual meeting the Administra- 
tive Office shall mail to each Fellow and mem- 
ber entitled to vote an official ballot upon 
which the names of all nominees shall appear 
in order determined by lot. Accompanying 
each ballot shall be two envelopes, one marked 
“ Ballot Envelope,” into which the voter shall 
place his marked ballot. This envelope shall 
then be sealed and placed in the outer 
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envelope which shall bear the signature and 
address of the voter. 

Section 5. Only ballots received not later 
than one month before the annual meeting 
shall be accepted and counted. No duplicate 
ballots shall be furnished to any Fellow or 
member. 

Section 6. All ballots received prior to the 
closing date shall be placed in the custody 
of the Tellers unopened. 

Section 7. The Fellows receiving the high- 
est number of votes on a written ballot cast 
by the Fellows and members shall be declared 
elected to fill vacancies which will exist at the 
adjournment sine die of the Governing Council 
at the next annual meeting. Should two or 
more candidates receive the same number of 
votes, the Governing Council shall, when 
necessary, determine the order of precedence 
of such candidates. 

Section 8. Not less than sixty days before 
the annual meeting the President shall appoint 
three Tellers from among the members of the 
Governing Council, one of whom shall be 
designated as Chairman. The Tellers shall can- 
vass the vote on elective Councilors and on 
any amendment to the Constitution and shall 
report the result of all ballots cast to the 
Governing Council at its first meeting during 
the annual meeting. 


ARTICLE VIII Executive Boarp 

Section 1. The Executive Board shall elect 
from its own membership a Chairman who 
shall serve in that capacity for such term as 
the Executive Board shall determine. It shall 
also designate such other officers of the Board 
as it may require for the conduct of its 
business. 

Section 2. If a vacancy among the Elec- 
tive Members of the Executive Board shall 
occur after the annual meeting but more than 
sixty days prior to the following annual meet- 
ing, the President shall designate a nominating 
committee from the Governing Council. Such 
committee shall nominate not less than three 
candidates for the vacancy, from among whom 
the candidate receiving the highest number of 
votes of the Governing Council in a mail 
ballot shall be declared elected to the Execu- 
tive Board to fill the vacancy. 

Seciion 3. In addition to those prescribed 
in the Constitution and in these By-Laws, the 
Executive Board shall have the following 
powers and duties: 

(a) To plan methods for the procurement 
of funds. 

(b) To approve the budgets for the As- 
sociation’s work. 

(c) To conform to the policies of the 
Governing Council in the conduct of its work. 


(d) To designate the chairmen of the stand- 
ing committees, to appoint their members un- 
less otherwise provided by these By-Laws. To 
authorize the establishment of all other Asso- 
ciation committees and confirm the appoint- 
ment of their members. 

(e) To transmit a report of its proceedings 
and transactions to the Governing Council 
at least thirty days before each annual 
meeting. 

Section 4. After two consecutive terms of 
three years an Elective Member of the Execu- 
tive Board, except one serving as chairman, 
shall be ineligible for reélection during one 
Association year. 


ARTICLE IX Nomination AND ELECTION OF 
OFFICERS 

Section 1. There shall be a committee of 
the Governing Council to be known as the 
Nominating Committee for Association Officers, 
composed of the President-elect of the current 
meeting, the Chairman of the Executive Board 
and three members of the Governing Council, 
who shall be chosen as provided in Section 8 
of this Article. Such committee shall serve 
from the time of its electicn until it shall have 
read its report at the first regularly scheduled 
session of the Governing Council at the next 
following annual meeting. The President shall 
designate one of the three Elective Members as 
chairman. 

Section 2. Not less than thirty days prior 
to the annual meeting of the Association such 
Nominating Committee shall submit to the 
membership of the Governing Council, either 
by mail or by publication in the official jour- 
nal, the name or names of one or more Fellows 
as nominees for each of the offices of President- 
elect, three Vice-Presidents, and Treasurer, and 
for each of the vacancies among the Elective 
Members of the Executive Board, including 
those due to terms expiring at the close of that 
Annual Meeting. 

Section 3. Upon the petition of any ten 
members of the Governing Council such Nomi- 
nating Committee shall add to the list of 
candidates selected by it, the name of any 
eligible Fellow for the office specified in such 
petition ; providing such petition is received by 
the Nominating Committee for Association 
Officers and found by it to be valid. The re- 
port of such Nominating Committee, including 
all the nominees for each of the offices, shall 
be presented immediately following the ap- 
proval of the minutes at the first session of the 
Governing Council heid at the annual meeting. 

Section 4. The election of officers and Elec- 
tive Members of the Executive Board shall be 
held at the last session of the Governing Coun- 
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cil scheduled to be held during the annual 
meeting. 

Section 5. The officers of the Association 
shall be elected in the manner prescribed in the 
Constitution, provided, however, that when- 
ever the number of nominees for an office or 
group of offices does not exceed the number of 
offices to be filled, the secretary may be directed 
to cast the ballot of the Governing Council for 
the nominee or nominees. 

Section 6. The Elective Members of the 
Executive Board shall be elected by ballot, ex- 
cept that when there are no more than two 
vacancies to be filled and no more than two 
nominees, the nominees may be elected by 
acclamation. Otherwise, the two nominees re- 
ceiving the highest number of the votes cast 
shall be declared elected for the new three year 
terms and the next highest in order for any 
unexpired terms due to vacancies which have 
not been filled as provided in Article VIII. 

Section 7. Whenever a vote by individual 
ballot is required the President shall appoint 
three tellers who shall ascertain and report the 
results of the ballots cast. Whenever there is 
a tie between two or more candidates which 
makes it impossible to determine either the 
election or the order of precedence between 
them, a second ballot shall be taken limited to 
the candidates involved in the tie. 

Section 8. Immediately following the report 
of the Nominating Committee at the first meet- 
ing of the Council, the Governing Council shall 
elect three of its members to serve on a new 
Nominating Committee for Association Officers 
for the ensuing year. No more than one such 
member may belong to any one Section of the 
Association, nor shall any of them be an officer 
of the Association, a member of the Executive 
Board or a Chairman of a Standing Committee. 
The election shall be by ballot from among 
candidates nominated from the floor. The 
three candidates affiliated with different sec- 
tions, or unaffiliated, receiving the highest 
number of votes shall be declared elected. 
Ties shall be determined as provided in Section 
7 of this Article. 
ARTICLE X Sranpinc Com- 

MITTEES 

Section 1. There shall be four standing 
committees of the Association as follows: 

(a) Committee on Eligibility. 

(b) Committee on Administrative Practice. 

(c) Committee on Research and Standards. 

(d) Committee on Professional Education. 

Section 2. Each standing committee shall 
designate from among its membership such 
officers as it may require for the conduct of 
its business and shall control its policies within 


AND 


the limitations prescribed by the Governing 
Council and the Executive Board. The Execu- 
tive Secretary shall be a member, ex-officio, 
and serve as secretary of each standing com- 
mittee. 

Section 3. 

(a) The Committee on Eligibility shall con- 
sist of one Fellow to be elected by each Section 
and an additional Fellow elected by the Execu- 
tive Board who shall serve as Chairman. Mem- 
bers shall serve for a term of two years. 

(b) This committee shall pass upon the 
eligibility of Fellows, members and other con- 
stituents in accordance with the provisions of 
the By-Laws. 

Section 4. 

(a) The Committee on Administrative Prac- 
tice shall consist of fifteen Fellows, twelve of 
whom shall be designated by the Executive 
Board to serve for a term of four years, the 
terms of three members expiring each year, 
and three members elected by and from the 
Fellows affiliated with the Health Officers 
Section, one of whom shall be elected annually 
for a term of three years. Following the 
adoption of this amendment one member shall 
be elected to serve for one year, one for two 
years and one for three years. 

(b) This committee shall engage in the col- 
lection of information regarding current pub- 
lic health practices and analyze the material 
obtained to derive standards of organization 
and achievement. The findings and standards 
may be made available to public health work- 
ers through publications, information and field 
service under such conditions as the committee 
may establish. No standards shall be promul- 
gated as the official and authorized judgment 
of the Association except with the approval of 
the Governing Council. 

Section 5. 

(a) The Committee on Research and Stand- 
ards shall consist of fifteen Fellows representa- 
tive of the various Sections of the Association 
appointed by the Executive Board. Members 
shall serve for a term of three years, the terms 
of five members expiring each year. 

(b) This committee shall be responsible for 
initiating, conducting, promoting, codrdinating 
and reviewing research and development of 
standards in the technical branches of public 
health. This committee shali also be charged 
with the duty of reviewing from time to time 
standards already established. No standards 
shall be promulgated as the official and au- 
thorized judgment of the Association except 
with the approval of the Governing Council. 

Section 6. 

(a) The Committee on Professional Educa- 
tion shall consist of twelve Fellows appointed 
by the Executive Board. Members shall serve 
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for a term of three years, the terms of four 
members expiring each year. 

(b) This committee shall be responsible for 
carrying out research and the development of 
standards for professional education and train- 
ing in public health work and shall perform 
such other functions as may be delegated to 
the committee by the Governing Council with 
the view of maintaining professional qualifica- 
tions of high standard. No standards shall be 
promulgated as the official and authorized 
judgment of the Association except with the 
approval of the Governing Council. 

Section 7. Unless otherwise provided in 
these By-Laws, all other Association Com- 
mittees shall be authorized and appointed by 
the Executive Board and the appointments of 
their members shall expire at the next annual 
meeting. 


ARTICLE XI Sections 

Section 1. The Executive Board shall ap- 
prove rules and regulations relating to the 
government of the Sections, and to the ap- 
pointment of administrative committees. Each 
Section shall elect its own officers and shall 
name its respective Section committees. The 
right to hold office or to serve as a member 
of a Section Council or as chairman of a 
committee in a Section shall be limited to the 
Fellows affiliated with such Section. 

Section 2. 

(a) The Section Chairman, with the advice 
of the Section Council, shall appoint a Com- 
mittee on Nominations from the Fellows af- 
filiated with the Section at least fifteen days 
before each annual meeting. The Section Sec- 
retary shall be a member of such committee. 

(b) The names of the members of the 
Committee on Nominations shal! be announced 
at the first meeting of the Section at each 
annual meeting of the Association. The Com- 
mittee on Nominations shall present at the 
second meeting of the Section a list of nomi- 
nees for the Section offices, and for member- 
ship in the Section Council; provided that if 
the name of any Fellow be transmitted to the 
Nominating Committee over the signature of 
ten Fellows of the Section prior to the second 
meeting of the Section, the Nominating Com- 
mittee shall add the name of such Fellow to 
its own list of nominees. 

Section 3. The officers of each Section shall 
be a Chairman, a Vice-Chairman, and a Secre- 
tary, who shall be the representatives of the 
Section to the Governing Council of the 
Association, except as provided in the 
Constitution. 

Section 4. New terms shall begin and old 
terms shall expire at the end of annual meet- 
ings. After five consecutive years in any elec- 


tive Section office, except that of Secretary, a 
member shall be ineligible to reélection to that 
office during one Association year. 

Section 5. The Chairman, or in his absence 
the Vice-Chairman, shall preside at meetings 
of the Section. 

Section 6. The Secretary shall prepare the 
scientific program of the Section for the an- 
nual meeting, subject to the recommendations 
of the Section Council, and shall submit same 
to the Administrative Office. He shall keep 
the minutes and other records of the Section, 
and shall transmit to the Executive Secretary 
of the Association a copy of the minutes of 
both the business and scientific sessions as 
soon as practicable after the close of the 
annual meeting of the Association. When un- 
able to be present at meetings, he shall thor- 
oughly instruct a substitute as far in advance 
of the meeting as possible. 

Section 7. There shall be a Section Council 
composed of the three officers of the Section 
and five members, to be known as the elective 
members, each of whom shall be elected for a 
term of five years; provided that when a 
Section is first established one member shall 
be elected to serve for one year, one for two, 
one for three, one for four, and one for five 
years. 

Section 8. The duties of the Section Council 
shall be: 

(a) To recommend papers, and to make 
general recommendations in relation to the 
annual meeting program. 

(b) To advise on Section membership and 
on Section policies. 

(c) To submit annually to the Governing 
Council through the Executive Board a re- 
port of the transactions of the Section. 

(d) To report annually to the Governing 
Council through the Executive Board on the 
plans, scope, and policy of the Section during 
the succeeding year. 

(e) To formulate rules of procedure for the 
Section. 

(f) To consider and transmit to the Gov- 
erning Council resolutions originating in the 
Section. Only resolutions approved by the 
Governing Council shall be published as 
representing the policy of the Association. 

(g) To advise on the publication of papers 
and reports presented at the Section meetings. 

(h) To advise with respect to the appoint- 
ment of technical committees, subcommittees, 
or Section representatives on committees of 
the Association. 


ARTICLE XII FINances 

All remittances to the Association shall be 
deposited to the account of the Treasurer. The 
Treasurer shall be custodian of investments of 
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the Association and shall disburse funds in 
accordance with duly authorized vouchers. 
With the approval of the Executive Board he 
may establish a drawing account for the 
Executive Secretary, who shall send to mem- 
bers of the Executive Board a financial sum- 
mary of receipts and disbursements each month. 
Once each month, or oftener if called for, he 
shall also forward to the Treasurer and to the 
Chairman of the Executive Board an itemized 
statement of all expenditures. The Executive 
Secretary, the Treasurer and the Assistant 
Treasurer shall be bonded at the expense of 
the Association in an amount to be determined 
by the Executive Board. The books of the 
Association shall be audited annually by certi- 
fied public accountants to be appointed by the 
Executive Board. 


ARTICLE XIII Meetimcs or THE Assocta- 
TION 
There shall be one general meeting of the 
Association, to be known as the annual meet- 
ing which shall be held each year at a place 
_ selected by the Governing Council at a time 


designated by the Executive Board provided, 
however, that the Governing Council may de- 
termine by voting at a regular meeting or by 
ballots cast by mail, that the annual meeting 
for a stated calendar year shall not be held; 
and provided further, that in case of ‘great 
emergency the Executive Board may defer any 
annual meeting for not to exceed three months. 
Special meetings of the Association may be 
called by a majority vote of the Governing 
Council, the Executive Board, or the Associa- 
tion. In all proceedings of the Association, 
Robert’s Rules of Order shall be official. 


ARTICLE XIV AMENDMENTS 

These By-Laws may be amended by a two- 
thirds vote of those voting on the Governing 
Council during the annual meeting, provided 
that twenty-four hours prior written notice 
thereof has been given. The By-Laws may 
further be amended by a two-thirds vote of 
those voting at any meeting of the Governing 
Council called for the purpose, provided that 
notice thereof shall have been given at least 
fifteen days prior to such meeting. 


American Public Health Association 


SECTION COUNCILS 


1950-1951 


Dental Health Section 
(Organized 1943) 

David B. Ast, D.D.S., Chairman, State Depart- 
ment of Health, Albany, N.Y. 

Thomas W. Clune, D.M.D., Vice-Chairman, 
State Department of Health, Cranston, R.I. 

Thomas L. Hagan, D.DS., Secretary, U.S. Pub- 
lic Health Service, Washington, D.C. 

Lester A. Gerlach, D.D.S. (1955) 

Philip E. Blackerby, Jr.. D.DS. (1954) 

Margaret H. Jeffreys (1953) 

Walter J. Pelton, D.D.S. (1952) 

Hugh R. McLaren, D.D.S. (1951) 


Engineering Section 
(Organized 1911) 
George O. Pierce, Chairman, University of 
Minnesota, Minneapolis, Minn. 
Ernest G. Eggert, Vice-Chairman, State De- 
partment of Public Health, Macon, Ga. 
Dwight F. Metzler, C.E., Secretary, State 
Board of Health, Lawrence, Kans. 
Walter S. Mangold (1955) 
Justin M. Andrews, Sc.D. (1954) 
John M. Hepler, C.E. (1953) 
Morton S. Hilbert (1952) 
Charles L. Senn (1951) 


Epidemiology Section 
(Organized 1929) 
Thomas Francis, Jr.. M.D., Chairman, Uni- 
versity of Michigan, Ann Arbor, Mich. 
Eduardo Garrido-Morales, M.D., Vice-Chair- 
man, U.S. Public Health Service, Santurce, 
P.R. 
Alexander G. Gilliam, M.D., Secretary, Na- 
tional Cancer Institute, Bethesda, Md. 
W. A. Brumfield, Jr.. M.D. (1955) 
William McD. Hammon, M.D. (1954) 
John E. Gordon, M.D. (1953) 
Harold W. Brown, M.D. (1952) 
Robert Dyar, M.D. (1951) 


Food and Nutrition Section 
(Organized 1917) 
Glenn G. Slocum, Ph.D., Chairman, Food and 
Drug Administration, Washington, D.C. 
Helen Stacey, Vice-Chairman, Children’s Bu- 
reau, Washington, D.C. 
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Alice H. Smith, Secretary, State Dept. of 
Health, Lansing, Mich. 

Harry W. von Loesecke (1955) 

Frederic W. Nordsiek (1954) 

Frances MacKinnon (1953) 

Norman Jolliffe, M.D. (1952) 

Marietta Eichelberger, Ph.D. (1951) 


Health Officers Section 
(Organized 1908) 
Harold D. Chope, M.D., Chairman, City De- 
partment of Health, Redwood City, Calif. 
Frank M. Hall, M.D., Vice-Chairman, State 
Board of Health, Gainesville, Fla. 
John D. Porterfield, M.D., Secretary, State 
Department of Health, Columbus, Ohio 
Joseph G. Molner, M.D. (1955) 
Stanford F. Farnsworth, M.D. (1954) 
C. Howe Eller, M.D. (1953) 
Richard F. Boyd, M.D. (1952) 
Carl N. Neupert, M.D. (1951) 


Industrial Hygiene Section 
(Organized 1914) 
J. William Fehnel, Chairman, Metropolitan 
Life Insurance Company, New York, N.Y. 
Frank A. Patty, Vice-Chairman, General Mo- 
tors Corporation, Marine City, Mich. 

Harry F. Schulte, Secretary, University of 
California, Los Alamos, N.M. 

Lemuel McGee, M.D. (1955) 

William G. Fredrick, ScD. (1954) 

Carl M. Peterson, M.D. (1953) 

Helmuth H. Schrenk, Ph.D. (1952) 

T. Lyle Hazlett, M.D. (1951) 


Laboratory Section 
(Organized 1899) 

Charles M. Carpenter, M.D., Chairman, Uni- 
versity of California School of Medicine, 
Los Angeles, Calif. 

John T. Tripp, Ph.D., Vice-Chairman, Na- 
tional Institutes of Health, Bethesda, Md. 
Albert H. Harris, 2nd, M.D., Secretary, State 

Dept. of Health, Albany, N.Y. 

Geoffrey Edsall, M.D. (1955) 

Howard J. Shaughnessy, Ph.D. (1954) 

Edmund K. Kline, Dr.P.H. (1953) 

Sara E. Branham, M.D. (1952) 

Walter L. Mallmann, Ph.D. (1951) 
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Maternal and Child Health Section 
(Organized 1921) 

Frederic M. Kriete, M.D., Chairman, State 
Department of Public Health, San Francisco, 
Calif. 

Pauline G. Stitt, M.D., Vice-Chairman, Ter- 
ritorial Department of Health, Honolulu, 
Hawaii 

Edward Davens, M.D., Secretary, State Dept. 
of Health, Baltimore, Md. 

Goldie Corneliuson, M.D. (1955) 

William M. Schmidt, M.D. (1954) 

Edward R. Schlesinger, M.D. (1953) 

Louis Spekter, M.D. (1952) 

Francis V. Corrigan, M.D. (1951) 


Medical Care Section 
(Organized 1948) 

James P. Dixon, Jr., M.D., Chairman, City 
and County Bureau of Health and Hospitals, 
Denver, Colo. 

Paul B. Cornely. M.D., Vice-Chairman, How- 
ard University, Washington, D.C. 

Milton Terris, M.D., Secretary, P. O. Box 
5998, Bethesda, Md. 

Bernard D. Daitz (1955) 

Lester Breslow, M.D. (1954) 

Dean A. Clark, M.D. (1953) 

Herbert L. Lombard, M.D. (1952) 

Edwin F. Daily, M.D. (1951) 


Public Health Education Section 
(Organized 1922) 

William Griffiths, Ph.D., Chairman, University 
of California, Berkeley, Calif. 

Vivian V. Drenckhahn, Vice-Chairman, Na- 
tional Tuberculosis Association, New York, 
N.Y. 

Ruth E. Grout, Ph.D., Secretary, University of 
Minnesota Medical School, Minneapolis, 
Minn. 

Lucy S. Morgan, Ph.D. (1955) 

Donald A. Dukelow, M.D. (1954) 

Granville W. Larimore, M.D. (1953) 

Mabel E. Rugen, Ph.D. (1952) 

Eunice N. Tyler, Ph.D. (1951) 


Public Health Nursing Section 
(Organized 1923) 

Margaret L. Shetland, R.N., Chairman, Syra- 
cuse University College of Nursing, Syracuse, 
N.Y. 

Janet F. Walker, Vice-Chairman, University of 
California School of Nursing, Los Angeles, 
Calif. 

Dorothy Wilson, Ed.D., Secretary, Visiting 
Nurse Association, New Haven, Conn. 

Bosse B. Randle, R.N. (1955) 

Portia Irick, R.N. (1954) 

Marion Ferguson, R.N. (1953) 

Mary C. Connor, R.N. (1952) 

Helene B. Buker, R.N. (1951) 


School Health Section 
(Organized 1942) 

Fred V. Hein, Ph.D., Chairman, 
Medical Association, Chicago, II. 

Thomas E. Shaffer, M.D., Vice-Chairman, Ohio 
State University, Columbus, Ohio 

Charles C. Wilson, M.D., Secretary, 310 Cedar 
Street, New Haven, Conn. 

Marjorie L. Craig (1955) 

Elizabeth S. Avery, Ph.D. (1954) 

William L. Hughes, Ph.D. (1953) 

Dorothy B. Nyswander, Ph.D. (1952) 

Leona Baumgartner, M.D. (1951) 


American 


Statistics Section 
(Organized 1908) 
Paul M. Densen, D.Sc., Chairman, University 
of Pittsburgh, Pittsburgh, Pa. 
Oswald K. Sagen, Ph.D., Vice-Chairman, State 
Department of Public Health, Springfield, Ill. 
Carl L. Erhardt, Secretary, City Department 
of Health, New York, N.Y. 
John W. Fertig, Ph.D. (1955) 
Marjorie Bellows (1954) 
Paul Parrot, M.D. (1953) 
Iwao M. Moriyama, Ph.D. (1952) 
Herbert H. Marks (1951) 
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THE ASSOCIATION COMMITTEE LISTS 


These pages again bring to the readers the 
lists of Association officers and Committee 
members. Once again they make a goodly 
company representing altogether more than 
150 committees and other councils, a capable 
and loyal group of workers. 

A certain proportion of the names of those 
formerly carried on such lists do not appear 
here. They have the Association’s thanks for 
work well done in other years and for the 
fine spirit in which they have recognized the 
fact that, for the sake of the Association and 
its future effectiveness, leadership must be 
shared and leaders constantly developed 
through the assumption of responsibility. Our 
Association is stronger today because leaders 


periodically have stepped aside in order that 
others may step forward to acquire such 
knowledge as they themselves have gained. 

Change in leadership is an accepted policy 
in the Association. Such a professional so- 
ciety is never strong if an informed few lead 
many uninformed though loyal followers. A 
strong association is composed of leaders many 
of whom could at any time take their turn 
and lead. 

As we gratefully acknowledge the debt to 
those who have rendered their services as they 
carried their responsibilities of office, we turn 
with hope and expectation of other achieve- 
ments to the men and women who are now to 


lead. 


Committee on Administrative Practice 


Wilton L. Halverson, M.D., Chairman, State Department of Public Health, San Francisco, 


Calif. (1951) 


Richard F. Boyd, M.D., Vice-Chairman (1953), U. S. Public Health Service, Boston, Mass. 
Reginald M. Atwater, M.D., Secretary, 1790 Broadway, New York, N. Y. 
Franklyn B. Amos, M.D. (1953) Representing the Health Officers Section 


George D. W. Cameron, M.D. (1952) 
Dean A. Clark, M.D. (1952) 
Kenneth A. Easlick, D.D.S. (1954) 
Haven Emerson, M.D. (1953) 


Robert E. Fox, M.D. (1951) Representing the Health Officers Section 


Vlado A. Getting, M.D. (1954) 
Ira V. Hiscock, Sc.D. (1951) 
Robert H. Hutcheson, M.D. (1952) 


Fred W. Jackson, M.D. (1952) Representing the Health Officers Section 


Marie L. Johnson, R.N. (1951) 
Clarence W. Klassen (1953) 
David E. Price, M.D. (1954) 


Consultants: 
Carl E. Buck, Dr.P.H. 
Henry F. Vaughan, Dr.P.H. 
C.-E.A. Winslow, Dr.P.H. 


Staff 
Roscne P. Kandle, M.D., Field Director 
Edith M. Boyd, Associate Secretary 


Executive Committee 
Wilton L. Halverson, M.D., Chairman, State 
Department of Public Health, San Fran- 
cisco, Calif. 


Richard F. Boyd, M.D. 
Dean A. Clark, M.D. 
Ira V. Hiscock, Sc.D. 


Subcommittee on Accident Prevention 

I. J. Brightman, M.D., Chairman, State De- 
partment of Health, Albany, N. Y. 

Donald B. Armstrong, M.D. 

W. W. Bauer, M.D. 

Albert L. Chapman, M.D. 

Halbert L. Dunn, M.D., Representing Sta- 
tistics Section 

Thomas Fansler 
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John E. Gordon, M.D. 
Ernest Gruenberg, M.D. 
Frederick S. Kent 

H. E. Kleinschmidt, M.D. 
Elizabeth C. Phillips, R.N. 
Ernest L. Stebbins, M.D. 
Paul F. Stricker 


Subcommittee on Evaluation of Adminis- 
trative Practices 

Haven Emerson, M.D., Chairman, 156 East 
79th Street, New York, N. Y. 

Dwight M. Bissell, M.D. 

Herbert R. Edwards, M.D. 

Joseph H. Kinnaman, M.D. 

Joseph W. Mountin, M.D. 


Diphtheria 

W. E. Bunney, Ph.D., Chairman, 745 Fifth 
Avenue, New Vork, N. Y. 

James A. Doull, M.D. 

Donald T. Fraser, M.B., D.P.H. 

Martin Frobisher, Jr., Sc.D. 

D. Gordon Gill, M.B., D.P.H. 

G. Foard McGinnes, M.D. 

Erich Seligmann, M.D. 

Ernest L. Stebbins, M.D. 

John T. Tripp, Ph.D. 

V. K. Volk, M.D. 


Endemic Goiter 

O. P. Kimball, M.D., Chairman, Hanna 
Building, Cleveland, Ohio 

George M. Curtis, M.D. 

E. B. Hart, Ph.D. 

Roy Donaldson McClure, M.D., 
B. E. Brush, M.D., Alternate 

E. M. Nelson, Ph.D. 

William H. Sebrell, Jr.. M.D., Referee 

Hazel K. Stiebeling 

Harry A. Towsley, M.D. 

W. G. Wilcox, Ph.D. 

Russell M. Wilder, M.D. 


Consultant: 
David Marine, M.D. 


Multiple Antigens 

W. E. Bunney, Ph.D., Chairman, 745 Fifth 
Ave., New York, N. Y. 

Donald T. Fraser, M.B., D.P.H. 

Pearl L. Kendrick, Sc.D. 

Franklin H. Top, M.D. 

Milton V. Veldee, M.D. 

V. K. Volk, M.D. 


Tuberculosis Control Procedures 

Herbert R. Edwards, M.D., Chairman, New 
York Tuberculosis and Health Association, 
New York, N. Y. 

Robert J. Anderson, M.D. 


YEAR Book 


Mary V. Dempsey 
Esmond R. Long, M.D. 
James E. Perkins, M.D. 
Robert E. Plunkett, M.D. 
Marion W. Sheahan, R.N. 
George J. Wherrett, M.D. 


Supervision of Tuberculous Patients -and 
Their Contacts 

Edward X. Mikol, M.D., Chairman, State 
Department of Health, Albany, N. Y. 

Otto L. Bettag, M.D. 

Zella Bryant, R.N. 

Margaret Dolan, R.N. 

Fannie Eshleman, R.N. 

John H. Fountain, M.D. 

Karen E. Munch, R.N. 

David Reisner, M.D. 

Clarence McK. Sharp, M.D. 

Jean South, R.N. 


Typhoid Fever 

Roy F. Feemster, M.D., Chairman, Room 
519 State House, Boston, Mass. 

Gaylord W. Anderson, M.D. 

Adrian R. Foley, M.D. 

A. L. Gray, M.D. 

Albert V. Hardy, M.D. 

Hollis S. Ingraham, M.D. 

Kenneth F. Maxcy, M.D., Referee 


Subcommittee on Local Health Units 


Haven Emerson, M.D., Chairman, 156 East 
79th Street, New York, N. Y. 

Richard F. Boyd, M.D. 

Leroy E. Burney, M.D. 

A. J. Chesley, M.D. 

Alfred L. Frechette, M.D. 

D. Gordon Gill, M.B., D.P.H. 

J. Roy Hege, M.D. 

Robert H. Hutcheson, M.D. 

Matthew R. Kinde, M.D. 

Fred Mayes, M.D. 

Joseph W. Mountin, M.D. 

Nathan Sinai, Dr.P.H. 

Bruce Underwood, M.D. 


Subcommittee on Medical Care 


Dean A. Clark, M.D., Chairman, Massachu- 
setts General Hospital, Boston, Mass. 

Edwin F. Daily, M.D. 

V. L. Ellicott, M.D. 

Isidore S. Falk, Ph.D. 

Dora Goldstine 

Fred W. Jackson, M.D. 

Basil C. MacLean, M.D. 

F. D. Mott, M.D. 

Joseph W. Mountin, M.D. 

Marian G. Randall, R.N. 

Edward S. Rogers, M.D. 

Nathan Sinai, Dr.P.H. 

R. M. Walls, D.DS. 
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Staff 

Milton Terris, M.D., Staff Director, P. O. 
Box 5998, Bethesda, Md. 

Nathan Kramer, Administrative Assistant 


Joint Committee on Health and Welfare 
Relationships (Joint with the American 
Public Welfare Association) 


AP.W.A. 

James P. Brindle, Co-Chairman, State 
Department of Public Welfare, Harris- 
burg, Pa. 

Ellen C. Potter, M.D. 

Lucille M. Smith 

Thomas J. S. Waxter 

Elizabeth Wickenden 


A.P.H.A. 
Dora Goldstine, Co-Chairman, University 
of Chicago, Chicago, Il. 
Dean A. Clark, M.D. 
Isidore S. Falk, Ph.D. 
Joseph W. Mountin, M.D. 


Joint Committee on Hospital-Health De- 
partment Relationships (Joint with the 
American Hospital Association) 

Basil C. MacLean, M.D., Chairman, Strong 
Memorial Hospital, Rochester, N. Y. 


A.H.A. 
Otis Anderson, M.D. 
Albert G. Engelbach, M.D. 
Florence King 
Martin R. Steinberg, M.D. 


A.P.H.A. 
V. L. Ellicott, M.D. 
Fred W. Jackson, M.D. 
Joseph W. Mountin, M.D. 


Subcommittee on the Organization of 
Health Services in the Federal Gov- 
ernment 

Vlado A. Getting, M.D., Chairman, State 
Commissioner of Public Health, Boston, 
Mass. 

Leona Baumgartner, M.D. 

Haven Emerson, M.D. 

Ernest L. Stebbins, M.D. 


Subcommittee on Public Health Nursing * 
Alice F. Brackett, R.N., Chairman, U. S. 
Children’s Bureau, Washington, D. C. 
Ruth Fisher, R.N., Secretary 


* Membership identical with that of the Committee 
on Nursing Administration of the National Organization 
for Public Health Nursing. 


Jesse B. Aronson, M.D. 
Mary Elizabeth Bauhan 
Vesta Bowden, R.N. 
Harry L. Chant, M.D. 
Hazel V. Dudley, R.N. 
Ernest G. Fifield 

Anna Fillmore, R.N. 
Clarissa Gibson, R.N. 
Marie L. Johnson, R.N. 
Roscoe P. Kandle, M.D. 
Eleanor M. King, R.N. 
Margaret C. Klem 
Melvina F. Palmer, R.N. 
Mary E. Parker, R.N. 
Donna Pearce, R.N. 
Jeanette Rosenstock, R.N. 
Emilie G. Sargent, R.N. 
Marion E. Shand, R.N. 
Mrs. Richard K. Stevens 


Subcommittee on State and Local Health 

Administration 

Ira V. Hiscock, Sc.D., Chairman, Yale Uni- 
versity School of Medicine, New Haven, 
Conn. 

Carl E. Buck, Dr.P.H. 

Martha L. Clifford, M.D. 

H. B. Cottrell, M.D. 

Alfred H. Fletcher 

Alfred L. Frechette, M.D. 

Vlado A. Getting, M.D. 

Fred W. Jackson, M.D. 

Marie L. Johnson, R.N. 

Joseph H. Kinnaman, M.D. 

Paul V. Lemkau M.D. 

Joseph W. Mountin, M.D. 

Robert E. Rothermel, M.D. 


Consultants: 
George B. Darling, Dr.P.H. 
Henry F. Vaughan, Dr.P.H. 


Study Committee on the Evaluation Schedule 

Carl E. Buck, Dr.P.H., Chairman, School 
of Public Health, University of Michigan, 
Ann Arbor, Mich. 

H. B. Cottrell, M.D. 

Vlado A. Getting, M.D. 

George T. Palmer, Dr.P.H. 

John D. Porterfield, M.D. 

Carolina R. Randolph 

Hugh B. Robins, M.D. 

Robert E. Rothermel, M.D. 


Study Committee on Sanitation 

H. A. Whittaker, Chairman, University of 
Minnesota, Minneapolis, Minn. 

Herbert J. Dunsmore 

Alfred H. Fletcher 

H. A. Kroeze, C.E. 


28 YEAR Book 


Erminie C. Lacey 
Arthur P. Miller, C.E. 
Roy J. Morton 


Consultant: 
William T. Ingram 


Joint Study Committee on Mental Hygiene 
(Joint with American Psychiatric Asso- 
ciation ) 


A.P.H.A. 

Joseph H. Kinnaman, M.D., Chairman 
Nassau County Health Department, 
Mineola, N. Y. 

Harry L. Chant, M.D. 

Pearl Shalit, R.N. 

Paul Stevenson, M.D. 

William H. F. Warthen, M.D. 


AP.A. 
Paul V. Lemkau, M.D., Vice-Chu.. man 
Edward J. Humphreys, M.D. 
James V. Lowry, M.D. 
Howard P. Rome, M.D. 


Charles G. Stogdill, M.D. 
Kent A. Zimmerman, M.D. 


Study Committee on 
Health 

Martin Baum, D.V.M., Chairman, Colorado 
State Department of Health, Denver, 
Colo. 

Richard F. Boyd, M.D. 

I. A. Merchant, D.V.M. 

John H. O'Neill 

James H. Steele, D.V.M. 

Oscar Sussman, D.V.M. 

F. A. Todd, D.V.M. 

C. D. Van Houweling, D.V.M. 


Veterinary Public 


Subcommittee on Reciprocal Sanitary 
Milk Control 

Walter D. Tiedeman, Chairman, Un‘versity 
of Michigan, School of Public Health, 
Ann Arbor, Mich. 

A. W. Fuchs, C.E. 

Leland Spencer, Ph.D. 

John Taylor 

K. G. Weckel, Ph.D. 

Paul Corash 

Huntington Williams, M.D. 


Committee on Eligibility 


Justin M. Andrews, Sc.D., Chairman, Communicable Disease Center, U.S.P.HS., Atlanta, 


Ga. (1951) 


Reginald M. Atwater, M.D., Secretary, 1790 Broadway, New York, N. Y. 
Irving H. Borts, M.D., Laboratory Section (1952) 
Lester Breslow, M.D., Medica! Care Section (1952) 


Alfred H. Fletcher, Engineering Section (1952) 


Lloyd Florio, M.D., Epidemiology Section (1952) 


Ruth Freeman, R.N., Public Health Nursing Section (1951) 
David Littlejohn, M.D., Health Officers Section (1951) 
Levitte B. Mendel, Public Health Education Section (1952) 


Ruth R. Puffer, Dr.P.H., Statistics Section (1951) 


William H. Rumbel, D.DS., Dental Health Section (1952) 

Harold R. Sandstead, M.D., Food and Nutrition Section (1952) 
John M. Saunders, M.D., Maternal and Child Health Section (1951) 
George M. Wheatley, M.D., School Health Section (1951) 

Harry F. Wilson, M.D., Industrial Hygiene Section (1951) 


Staff 


Elsie A. Siemer, Associate Secretary 


Committee on Professional Education 


Leroy E. Burney, M.D., Chairman, State Board of Health, Indianapolis, Ind. (1952) 
Reginald M. Atwater, M.D., Secretary, 1790 Broadway, New York, N. Y. 


Robert D. Defries, M.D. (1951) 
Edmund K. Kline, Dr.P.H. (1953) 
Ella E. McNeil, R.N. (1952) 


Roy J. Morton (1953) 
Hugo Muench, M.D. (1952) 
Dean W. Roberts, M.D. (1953) 
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Dean F. Smiley, M.D. (1952) 

Ernest L. Stebbins, M.D. (1951) 
Franklin H. Top, M.D. (1953) 

Clair E. Turner, Dr.P.H. (1951) 

Vv. A. Van Volkenburgh, M.D. (1951) 


Consultants: 
Edward S. Godfrey, Jr., M.D. 
Haven Emerson, M.D. 
Consultant on Accreditation of Field 
Training Areas 
C.-E. A. Winslow, Dr.P.H. 
Consultant on Accreditation of Schools 
of Public Health 


Staff 
Edith M. Boyd, Associate Secretary 


Educational Qualifications of Health 
Officers 

Ernest L. Stebbins, M.D., Referee, The 
Johns Hopkins University, Baltimore, 
Md. 


Educational Qualifications of Public 

Health Engineers 

Blucher A. Poole, C.E., Chairman, State 
Board of Health, Indianapolis, Ind. 

Roy J. Morton, Referee, Oak Ridge Na- 
tional Laboratory, Oak Ridge, Tenn. 

H. G. Baity, Sc.D. 

Edward J. Cleary 

Morton S. Hilbert 

Arthur P. Miller 


Educational Qualifications of Public 
Health Nurses 
Ella E. McNeil, R.N., Referee, University of 
Michigan, Ann Arbor, Mich. 


Educational Qualifications of School 
Physicians 

Charles C. Wilson, M.D., Chairman, 310 
Cedar Street, New Haven, Conn. 

Dean F. Smiley, M.D., Referee, Association 
of American Medical Colleges, Chicago, 
Til. 

Alan Foord, M.D. 

Thomas E. Shaffer, M.D. 

C. Morley Sellery, M.D. 

George M. Wheatley, M.D. 

Carl A. Wilzbach, M.D. 


Subcommittee on Educational Qualifica- 

tions of Community Health Educators 

Clair E. Turner, Dr.P.H., Chairman-Referee, 
National Foundation for Infantile Paraly- 
sis, New York, N. Y. 

Mayhew Derryberry, Ph.D. 

Ruth E. Grout, Ph.D. 

Ira V. Hiscock, Sc.D. 


Granville W. Larimore, M.D. 
Elizabeth Lovell 

Lucy S. Morgan, Ph.D. 

Warren H. Southworth, Dr.P.H. 
Felix J. Underwood, M.D. 
Robert Yoho 


Subcommittee on Educational Qualifica- 
tions of Non-Medical Administrators 
in Health Agencies 

V. A. Van Volkenburgh, M.D., Chairman- 
Referee, State Department of Health, Al- 
bany, N. Y. 

Richard F. Boyd, M.D. 

Louis Drexler 

Evelyn Flook 

John M. Gaus, Ph.D. 

Harald M. Graning, M.D. 

John B. Pastore, M.D. 

Cecil G. Sheps, M.D. 

Clifford C. Shoro 


Subcommittee on Educational Qualifica- 

tions of Public Health Dentists 

Philip E. Blackerby, Jr., D.D.S., Chairman, 
W. K. Kellogg Foundation, Battle Creek, 
Mich. 

Ella E. McNeil, R.N., Referee, University 
of Michigan, Ann Arbor, Mich. 

David B. Ast, D.DS. 

Kenneth A. Easlick, D.D.S. 

Allen O. Gruebbel, D.DS. 

Walter J. Pelton, D.DS. 


Subcommittee on Educational Qualifica- 
tions of Public Health Veterinarians 
James H. Steele, D.V.M., Chairman, Veteri- 
nary Public Health Division, Federal 
Security Agency, U. S. Public Health 
Service, Atlanta, Ga. 

Robert D. Defries, M.D., Referee, School of 
Hygiene, University of Toronto, Toronto, 
Ontario 

Martin Baum, D.V.M. 

Franklin A. Clark, D.V.M. 

Leslie W. Rowles, D.V.M. 

Alexander Zeissig, D.V.M. 


Subcommittee on Field Training of Public 

Health Personnel 

Gaylord W. Anderson, M.D., Chairman, 
University of Minnesota, Minneapolis, 
Minn. 

Matthew R. Kinde, M.D. 

Edward G. McGavran, M.D. 

Pearl McIver, R.N. 

Roy J. Morton 

Wilson G. Smillie, M.D. 


Consultants: 
Edward S. Godfrey, Jr., M.D. 
John E. Gordon, M.D. 
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Subcommittee on Personnel Adminis- 
tration 

John W. R. Norton, M.D., Chairman, State 
Board of Health, Raleigh, N. C. 

Dean F. Smiley, M.D., Referee, Association 
of American Medical Colleges, Chicago, II] 

Herman G. Baity, Sc.D. 

Margaret W. Barnard, M.D. 

Roger M. Bellows, Ph.D. 

Philip S. Broughton 

John F. Fisher 

Sanford P. Lehman, M.D. 

Fred Mayes, M.D. 


YEAR Book 


Pearl McIver 
Ellis S. Tisdale 


Subcommittee on Salary Study 
William R. Willard, M.D., Chairman, Yale 
University, New Haven, Conn. 
Robert E. Archibald, M.D. 
Franklin P. Caffee 
Earl Devendorf 
Ruth Fisher, R.N. 
Meyer J. Plishner 
Perry F. Prather, M.D. 
Donald F. Simpson 


Committee on Research and Standards 


William McD. Hammon, M.D., Chairman, University of Pittsburgh School of Public 


Health, Pittsburgh, Pa. (1952) 


Reginald M. Atwater, M.D., Secretary, 1790 Broadway, New York, N. Y. 


Allen D. Brandt, Sc.D. (1953) 
Alfred L. Burgdorf, M.D. (1952) 
George R. Cowgill, Ph.D. (1953) 
H. Trendley Dean, D.D.S. (1951) 
Paul M. Densen, Sc.D. (1953) 
James P. Dixon, Jr., M.D. (1953) 
Donald T. Fraser, M.B., D.P.H. (1952) 
W. W. Frye, M.D. (1951) 

Ancel Keys, Ph.D. (1951) 

Friend Lee Mickle, Sc.D. (1952) 
Joseph E. Smadel, M.D. (1951) 
Harold C. Stuart, M.D. (1953) 
Thomas B. Turner, M.D. (1952) 
Clarence J. Velz (1951) 


Consultants: 
Haven Emerson, M.D. 
Abel Wolman, Dr. Eng. 


Staff 


Francis B. Elder, Associate Secretary 


Coérdinating Committee on Laboratory 
Methods 

Friend Lee Mickle, Sc.D., Chairman, State 
Department of Health, Hartford, Conn. 

Reginald M. Atwater, M.D., Secretary 

Roy F. Feemster, M.D. 

Edmund K. Kline, Dr.P.H. 

Pearl L. Kendrick, Sc.D. 

Seward E. Miller, M.D. 

Ralph S. Muckenfuss, M.D. 

Glenn G. Slocum, Ph.D. 

Walter D. Tiedeman 


Staff: 


Francis B. Elder, Associate Secretary 


Subcommittee on Approval of Culture Media 
(Chairman to be appointed.) 
F. Wellington Gilcreas (Lab.) 
Harry E. Goresline, Ph.D. (F.&N.) 
Cornelius B. Kelly (Lab.) 
A. H. Robertson, Ph.D. (Lab.) 


Subcommittee on Diagnostic Procedures and 
Reagents 

Ralph S. Muckenfuss, M.D. (Lab.), Chair- 
man, City Department of Health, New 
York, N. Y. 

Antimicrobial Assays: Bacterial Response 
and Level Determinations in Body Fluids 
—Carolyn R. Falk (Lab.) 

Bacterial Food Poisoning—Gail M. Dack, 
M.D. (Lab.) 

Blood Cultures—Casper G. Burn, M.D. 
(Lab.) 

Brucellosis (Undulant fever) (Brucella abor- 
tus, Brucella suis, and Brucella melitensis) 
—Earle K. Borman and D. Evelyn West 
Hibbard (Lab.) 
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Care of Laboratory Animals—Charles A. 
Slanetz, Ph.D. (Un.) 

Chancroid and Granuloma  Inguinale— 
Everett S. Sanderson, M.D. (Lab.) 

The Cholera Vibrio (Vibrio comma, Vibrio 
cholerae)—C. V. Seastone. M.D. 

Culture Media—Lt. Col. Philip R. Carlquist, 
M.S.C. (Lab.) 

The Diphtheria Bacillus (Corynebacterium 
diphtheriae)—Martin Frobisher, Jr., D.Sc. 
(Lab.) 

The Gonococcus (Neisseria gonorrhoeae)—- 
Charles M. Carpenter, M.D. (Lab.) 

Hemophilus Pertussis—Pearl L. Kendrick, 
Sc.D. (Lab.), George McL. Lawson, M.D. 
(Lab.), and John J. Miller, Jr., M.D. 
(Lab.) 

Infectious Mononucleosis—Charles A. Stuart, 
Ph.D. (Lab.) 

The Laboratory Diagnosis of Anthrax—Wil- 
liam A. Hagan, D.V.M. (Lab.) 

The Laboratory Diagnosis of Glanders— 
William A. Hagan, D.V.M. (Lab.) 

Laboratory Diagnosis of Helminths and Pro- 
tezoa—Harold W. Brown, M.D. (Ep.) 

Leptospira Infection (Weil’s Disease)— 
Abram B. Stavitsky, V.M.D. 

The Malaria Parasites of Man—Aimee Wil- 
cox (Lab.) 

The Meningococcus (Neisseria meningitidis) 


—Sarah E. Branham, M.D. (Lab.) 


Pathogenic Fungi—Norman fF. Conant, 
Ph.D. 

The Pneumococcus—Kenneth Goodner, 
Ph.D. (Lab.) 


Salmonella and Shigella—Marion B. Cole- 
man (Lab.) 

Serodiagnosis of Syphilis—John F. Mahoney, 
M.D. (Lab.), and Margaret R. Zwally 
(Lab.) 

The Streptococci—George M. Mackenzie, 
M.D. (M.C.) 

Technic of Rh Testing——Philip Levine, M.D. 
(M&CH), and Milton Wigod 

Trichinosis—Howard B. Shookhoff, M.D. 
(Ep.) 

The Tubercle Bacillus (Mycobacterium tu- 
berculosis) Martin M. Cummings, M.D. 
(Ep.) 

Tularemia (Pasteurella tularensis)—George 
D. Brigham, Ph.D. (Lab.) 


Subcommittee on Enteric Phage Typing 

Pearl L. Kendrick, Sc.D. (Lab.)—Chairman, 
State Dept. of Health, Grand Rapids, 
Mich. 

William W. Ferguson, Ph.D. (Lab.)—Secre- 
tary, State Dept. of Health, Lansing, Mich. 

Howard L. Bodily, Ph.D. (Lab.) 

Earle K. Borman 


Eina M. Clark (Lab.) 

Marion B. Coleman (Lab.) 
Jean-Marc Desranleau (Lab.) 
Philip R. Edwards, Ph.D. (Lab.) 
Albert V. Hardy, M.D. (Lab.) 

A. S. Lazarus, Ph.D. (Lab.) 


Subcommittee on Laboratory Examination of 

Shellfish 

Cornelius B. Kelly, Jr. (Lab.)—Chairman, 
State of New York Conservation Dept., 
Bureau of Marine Fisheries, Freeport, 
N. Y. 

Victor H. Bertullo, D.V.M. (Lab.) 

Chester T. Butterfield (Lab.) 

James J. Gibbard (Lab.) 

Dorothy Phelps 

Charles E. Renn, Ph.D. (Eng.) 

Glenn G. Slocum, Ph.D. (F.&N.) 

Leon Buchbinder, Ph.D. (Lab.) 

Elsie Wattie 


Subcommittee on Methods for the Microbio- 

logical Examination of Foods 

Harry E. Goresline, Ph.D. (F.&N.)—Chair- 
man, 402 Hamilton Ave., Silver Spring, 
Md. 

M. Thomas Bartram, Ph.D. (F.&N.) 

James A. Berry, (F.&N.) 

Edwin J. Cameron, Ph.D. (F.&N.) 

John H. Etchells, Ph.D. (F.&N.) 

F. W. Fabian, Ph.D. (F.&N.) 

Harlow H. Hall, Ph.D. (F.&N.) 

Matthew E. Highlands (F.&N.) 

Lloyd B. Jensen, Ph.D. (F.&N.) 

C. K. Johns, Ph.D. (Lab.) 

Carl S. Pederson, Ph.D. (F.&N.) 

Paul S. Prickett, Ph.D. (F.&N.) 

B. E. Proctor, Ph.D. (F.&N.) 

Archie H. Robertson, Ph.D. (Lab.) 

John M. Sharf, Ph.D. (F.&N.) 

Glenn G. Slocum, Ph.D. (F.&N.) 

Oscar B. Williams, Ph.D. (F.&N.) 


Subcommittee on Reference Methods for 

Syphilis Serology 

John F. Mahoney, M.D. (Lab.)—Chairman, 
City Department of Health, New York, 

R. H. Allen, M.D. 

Earle K. Borman 

Ad Harris (Lab.) 

F. R. Hassler, M.D. (Lab.) 

Victor N. Tompkins, M.D. (Lab.) 

E. L. Webb (Lab.) 

Daniel Widelock, Ph.D. (Lab.) 


Subcommittee on Standard Methods for the 
Examination of Dairy Products 
Archie H. Robertson, Ph.D. (Lab.)—Chair- 
man, Dept. of Agriculture and Markets, 
Albany, N. Y. 
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Daniel Bergsma, M.D. (H.O.) 

Luther A. Black, Ph.D. (Lab.) 

Robert S. Breed, Ph.D. (Lab.) 

Angel de la Garza Brito, M.D. (H.O.) 
Raoul F. Cowley (F.&N.) 

A. W. Fuchs, C.E. (Eng.) 

James Gibbard (Lab.) 


Referees: 

Luther A. Black, Ph.D. (Lab.)—Compari- 
son of Methods for Determining Bacterial 
Content 

William A. Queen (F.&N.)—Chem‘cal Meth- 
ods for Examining Dairy Products 

S. R. Damon, Ph.D. (Lab.)—Comparative 
Tests of Agar Media for Standard Plate 
Counts 

A. W. Fuchs, C.E. (Eng.)—Codrdination of 
Milk Ordinance and Laboratory Work 

Raymond V. Stone, D.V.M. (Lab.)—Labo- 
ratory Equipment 

Jacques Archambault, Sc.D. (Lab.)—Method 
for Detecting Organisms of the Coliform 
Group 

Mac H. McCrady (Lab.)—Methods for 
Isolating Specific Types of Bacteria 

C. A. Abele, Ch.E. (Eng.)—Methylene Blue 
Reduction Method 

C. K. Johns, Ph.D. (Lab.)—Resazurin Re- 
duction Method 

E. H. Parfitt, Ph.D. (F.&N.)—Sediment Test 

Walter D. Tiedeman (Eng.)—Tests for 
Sterility of Dairy Utensils 

Leon Buchbinder, Ph.D. (Lab.)—Microbio- 
logical Examination of Frozen Desserts 

F. W. Fabian, Ph.D. (F.&N.)—Microbiologi- 
cal Examination of Frozen Dessert Ingre- 
dients 

J. H. Shrader, Ph.D. (F.&N.)—Chemical 
Analysis of Frozen Desserts and Ingredi- 
ents 

James D. Ingle, Ph.D. (Lab.)—Methods for 
the Examination of Butter 

Vivian Pessin (Stat.)—Statistical Consultant 


Associate Referees: 

I. F. Huddleson, Ph.D.—Methods for De- 
tecting Brucella Species 

William A. Hagan, D.V.M. (Lab.)—Methods 
for Detecting Tubercle Bacilli 

George J. Hucker, Ph.D. (F.&N.)—Methods 
for Identifying Streptococci 

L. H. Burgwald (Lab.)—Phosphatase Test 

E. H. Parfitt, Ph.D. (F.&N.)—Microbiologi- 
cal Examination of Condensed and Evapo- 
rated Milk 

Arthur H. White—Microbiological Examina- 
tion of Dried Milk 

M. Thomas Bartram, Ph.D. (F.&N.)—Mi- 
crobiological Examination of Eggs 


YEAR Book 


M. J. Prucha, Ph.D. (Lab.)—Microbiological 
Examination of Flavors, Colors, Fruits 
and Nuts 

H. H. Hall (F.&N.)—Microbiological Ex- 
amination of Sugar 

(To be appointed)—Microbiological Exami- 
nation of Stabilizers 


Subcommittee on Methylene Blue and Res- 
azurin Reduction Methods 

C. A. Abele, Ch.E. (Eng.)—Chairman, 53 
West Jackson Boulevard, Chicago, Ill. 

C. K. Johns, Ph.D. (Lab.) 

E. H. Parfitt, Ph.D. (F.&N.) 


Subcommittee on Sediment Testing 

E. H. Parfitt, Ph.D. (F.&N.)—Chairman, 
307 No. Michigan Ave., Chicago, IIl. 

K. G. Weckel, Ph.D. (F.&N.) 

Curtis R. Joiner 


Subcommittee on the Examination of Frozen 
Desserts 

Leon Buchbinder, Ph.D. (Lab.)—Chairman, 
City Health Dept., New York, N. Y. 

W. C. Bartsch (Lab.) 

W. A. Cordes 


Subcommittee on Standard Methods for the 


Examination of Water and Sewage 
F. Wellington Gilcreas (Lab.)—Chairman, 
State Dept. of Health, Albany, N. Y. 
Chester T. Butterfield (Lab.) 
H. Heukelekian, Ph.D. 
Charles A. Hunter, Ph.D. (Lab.) 
Max Levine, Ph.D. (Lab.) 
W. L. Mallmann, Ph.D. (Lab.) 
Joseph McCarthy (Lab.) 
Ralph E. Noble (Lab.) 
Theodore A. Olson (Lab.) 
Marjorie L. Sutherland, Ph. D. (Stat.) 


Subcommittee on Diagnostic Procedures for 


Virus and Rickettsial Diseases 

Thomas Francis, Jr., M.D. (Ep.)—Chair- 
man, School of Public Health, Ann Arbor, 
Mich. 

John C. Bugher, M.D. (Un.) 

John F. Enders, Ph.D. (Lab.) 

Alto E. Feller, M.D. (Ep.) 

William McD. Hammon, M.D. (Ep.) 

George K. Hirst, M.D. 

Harold V. Johnson, M.D. (Lab.) 

Karl F. Meyer, M.D. (Ep.) 

Robert F. Parker, M.D. 

John R. Paul, M.D. (Ep.) 

Geoffrey Rake, M.D. 

Albert S. Sabin, M.D. 

Thomas F. Sellers, M.D. (Lab.) 

T. F. McNair Scott, M.D. 

Joseph E. Smadel, M.D. (Lab.) 
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Phillips Tygeson, M.D. 
Norman H. Topping, M.D. (Ep.) 


Subcommittee on Laboratory Research on 
Pertussis 
Pearl L. Kendrick, Sc.D., Chairman, State 
Dept. of Health, Grand Rapids, Mich. 
(Personnel to be appointed.) 


Joint Committee on Research Problems 
in Illumination (Joint with Illuminating 
Engineering Society) 

A.P.H.A. 
Leonard Greenburg, M.D. 
Ralph J. Johnson 
Donald Y. Solandt, M.D. 
Francis B. Elder, Secretary 
LES. 
L. E. Barbrow 
Glenn A. Frye 
E. M. Strong 
C. L. Crouch, Consultant 


Subcommittee on Air Sanitation 

Alexander D. Langmuir, M.D., Chairman, 
Communicable Disease Center, Public 
Health Service, Atlanta, Ga. 

Allen D. Brandt, Sc.D. 

Hollis S. Ingraham, M.D. 

William Lester, Jr., M.D. 

C. G. Loosli, M.D. 

James E. Perkins, M.D. 

O. H. Robertson, M.D. 

Thomas E. Shaffer, M.D. 

William F. Wells 

H. A. Whittaker 

C. P. Yaglou 
Consultant: Irvin Kerlan, M.D. 


Subcommittee on Communicable Disease 
Control 
Haven Emerson, M.D., Chairman, 156 E. 
79th Street, New York, N. Y. 


Subcommittee on the Hygiene of Housing 
C.-E. A. Winslow, Dr.P.H., Chairman, 333 
Cedar Street, New Haven, Conn. 
Frederick J. Adams 
Charles S. Ascher 
F. Stuart Chapin, Ph.D. 
Martin Cherkasky, M.D. 
Henry S. Churchill 
Robert L. Davison 
Thomas Fansler 


Clarence W. Farrier 

L. M. Graves, M.D. 

E. R. Krumbiegel, M.D. 
Paul V. Lemkau, M.D. 
Bleecker Marquette 

M. Allen Pond 

Oliie A. Randall 

Mary Rokahr 

A. C. Shire 

Abner D. Silverman 
Donald Y. Solandt, M.D. 
Howard P. Vermilya 

H. A. Whittaker 
Huntington Williams, M.D. 
Coleman Woodbury 


Staff: 321 Congress Avenue, New Haven, 
Conn. 
Eleanor Watkins, Secretary 


Subcommittee on Research 
M. Allen Pond, Chairman, US.P.HS., 
Washington, D. C. 


Subcommittee on Standards for Construc- 
tion and Fundamental Equipment 
Henry S. Churchill, Chairman, 56 West 
45th Street, New York, N. Y. 


Subcommittee on Substance of Housing 
Regulations 
E. R. Krumbiegel, M.D., Chairman, De- 
partment of Health, Milwaukee, Wis. 


Subcommittee on Morbidity Registration 

and Statistics 

Paul M. Densen, D.Sc., Chairman, University 
of Pittsburgh School of Public Health, 
Pittsburgh, Pa. 

Gaylord W. Anderson, M.D. 

Robert F. Korns, M.D. 

Morton L. Levin, M.D. 

Felix E. Moore, Jr., Ph.D. 

Robert F. Serfling, Ph.D. 


Subcommittee on Sanitation of Food 

Utensils 

Walter D. Tiedeman, Chairman, University 
of Michigan School of Public Health, 
Ann Arbor, Mich. 

A. W. Fuchs, C.E. 

N. O. Gunderson, M.D. 

Walter L. Mallmann, Ph.D. 

Jerome B. Trichter 
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34 YEAR Book 


ASSOCIATION COMMITTEES 


Committee on Child Health 

Samuel M. Wishik, M.D., Chairman, City 
Department of Health, New York, N. Y. 

Margaret Adams, R.N. 

Katherine M. Bain, M.D. 

Allan M. Butler, M.D 

Mayhew Derryberry, Ph.D. 

Beatrice Hall 

Paul Harper, M.D. 

Albert E. Heustis, M.D. 

Albert D. Kaiser, M.D. 

Herbert R. Kobes, M.D. 

Miriam Lowenberg, Ph.D. 

Frank S. Stafford 

Myron E. Wegman, M.D. 

J. M. Wisan, D.DS 

Kent A. Zimmerman, M.D. 


Staff: 
Florence A. Browne, M.D., Staff Director 


Subcommittee on the Child Health Confer- 

ence 

Samuel M. Wishik, M.D., Chairman, City 
Department of Health, New York, N. Y. 

Margaret Adams, R.N. 

Katherine M. Bain, M.D. 

Paul Harper, M.D. 

Myron E. Wegman, M.D. 


Consultants: 
Philip S. Barba, M.D. 
Edward Davens, M.D. 
Paul R. Ensign, M.D. 
Sherman Little, M.D. 
Nina Ridenour, Ph.D. 
Warren Sisson, M.D. 


Committee on Constitution and By-Laws 

Franklin M. Foote, M.D., Chairman, Na- 
tional Society for the Prevention of Blind- 
ness, New York, N. Y. 

Earnest Boyce, C.E. 

Paul M. Densen, DSc. 

Herbert G. Dyktor 

Edward S. Godfrey, Jr., M.D. 

Alexander D. Langmuir, M.D. 


Committee on Public Health in the De- 

fense Program 

Harry S. Mustard, M.D., Chairman, State 
Charities Aid Association, New York, 
N. Y. 

Anna M. Fillmore, R.N. 

Vlado A. Getting, M.D. 

John M. Henderson 
Col. William A. Hardenbergh, Alternate 

William P. Shepard, M.D. 


James S. Simmons, M.D. 
Huntington Williams, M.D. 


Consultant from the U. S. Public Health 
Service: 
W. Palmer Dearing, M.D. 


Committee on Resolutions 

Malcolm H. Merrill, M.D., Chairman, State 
Department of Public Health, San Fran- 
cisco, Calif. 

Floyd C. Beelman, M.D. 

George D. W. Cameron, M.D. 

Lloyd Florio, M.D. 

Myrtle Greenfield 

William Griffiths, Ph.D. 

Kathleen Leahy, R.N. 

George T. Palmer, Dr.P.H. 

Charles L. Senn 


Committee on Trends and Policies 
Lowell J. Reed, Ph.D., Chairman, Johns 
Hopkins University School of Hygiene and 
Public Health, Baltimore, Md. 
Pearl L. Kendrick, Sc.D. 
Joseph G. Molner, M.D. 
Thomas Parran, M.D. 


Coérdinating Committee for Engineering 

Section Project 

Ira V. Hiscock, Sc.D., Chairman, Yale Uni- 
versity School of Medicine, New Haven, 
Conn. 

Joel C. Beall 

Clarence W. Klassen 

Roy J. Morton 

Sol Pincus, C.E. 

H. A. Whittaker 


Editorial Board 

Reginald M. Atwater, M.D., Chairman, 
1790 Broadway, New York, N. Y. 

Mark D. Hollis, C.E. (1952) 

Ruth W. Hubbard, R.N. (1953) 

Ralph S. Muckenfuss, M.D. (1951) 

Raymond S. Patterson, Ph.D. (1951) 

John D. Porterfield, M.D. (1952) 

George Rosen, M.D. (1953) 

C.-E. A. Winslow, Dr.P.H., Editor 


Committee on Finance 
John J. Wittmer, M.D., Chairman, Consoli- 
dated Edison Company, New York, N. Y. 
Herman E. Hilleboe, M.D. 
Theodore G. Klumpp, M.D. 
William H. Marcussen 
William J. Orchard 


th 
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Joint Committee on Housing and Health 
(Joint with the National Association of 
Housing Officials) 
Bleecker Marquette, Chairman, 312 West 9th 

Street, Cincinnati, Ohio 
A.P.H.A. 

Alfred H. Burgdorf, M.D. 

F. Stuart Chapin, Ph.D. 

L. M. Graves, M.D. 

Ralph J. Johnson 

M. Allen Pond 

Huntington Williams, M.D. 
N.A.H.O. 

Charles S. Ascher 

Myron D. Downs 

Clarence W. Farrier 

Alfred H. Fletcher 

B. M. Pettit 

Oliver C. Winston 


Joint Editorial Board for the Tenth Edi- 
tion of Standard Methods for the Ex- 
amination of Water and Sewage 

American Public Health Association 
Mac H. McCrady 
American Water Works Association 
Harry A. Faber, Chairman, Chlorine In- 
stitute, 50 East 41st St., New York, 
N. Y. 
Federation of Sewage Works Associations 
W. D. Hatfield 


Lasker Awards Committee 
Ernest L. Stebbins, M.D., Chairman, Johns 
Hopkins University, Baltimore, Md. 
Gaylord W. Anderson, M.D. 
Leona Baumgartner, M.D. 
Sidney Farber, M.D. 
Donald T. Fraser, M.B., D.P.H. 
William McD. Hammon, M.D. 
Philip S. Hench, M.D. 
T. Duckett Jones, M.D. 
Robert F. Loeb, M.D. 
Hugh J. Morgan, M.D. 
Roy J. Morton 
Cornelius Rhoads, M.D. 
Leonard A. Scheele, M.D. 
Marion W. Sheahan, R.N. 
C. J. Van Slyke, M.D. 


Nominating Committee for Elective Coun- 

cilors 

Lucy S. Morgan, Ph.D., Chairman, Univer- 
sity of North Carolina School of Public 
Health, Chapel Hill, N. C. 

Warren A. Cook, Industrial Hygiene Section 

Edwin F. Daily, M.D., Medical Care Sec- 
tion 

James A. Doull, M.D., Epidemiology Section 

Louisa J. Eskridge, Public Health Education 
Section 


John T. Fulton, D.DS., Dental Health 
Section 

Lloyd M. Graves, M.D., Health Officers 
Section 

Nell Hirschberg, Ph.D., Laboratory Sectiori 

Marie L. Johnson, R.N., Public Health Nurs- 
ing Section 

S. S. Lifson, School Health Section 

Sol Pincus, Engineering Section 

Horace L. Sipple, Ph.D., Food and Nutri- 
tion Section 

Alan E. Treloar, Ph.D., Statistics Section 

Myron E. Wegman, M.D., Maternal and 
Child Health Section 


Nominating Committee for Association 
Officers and Executive Board Mem- 
bers 

Alexander D. Langmuir, M.D., Chairman, 
Communicable Disease Center, Public 
Health Service, Atlanta, Ga. 

Geoffrey Edsall, M.D. 

Hugh R. Leavell, M.D. 

William P. Shepard, M.D. 

Wilson T. Sowder, M.D. 


Program Committee 

Reginald M. Atwater, M.D., Chairman, 1790 
Broadway, New York, N. Y. 

Edward Davens, M.D. 
Thomas D. Dublin, M.D. 
Carl L. Erhardt 
Franklin M. Foote, M.D. 
J. C. Geiger, M.D. 
Alexander G. Gilliam, M.D. 
Ruth E. Grout, Ph.D. 
Thomas L. Hagan, D.DS. 
Albert H. Harris, 2nd, M.D. 
Dwight F. Metzler, C.E. 
John D. Porterfield, M.D. 
David E. Price, M.D. 
H. F. Schulte 
Alice H. Smith 
Milton Terris, M.D. 
Clark Tibbitts 
Charles C. Wilson, M.D. 
Dorothy Wilson, Ed.D. 
C.-E. A. Winslow, Dr.P.H. 


Reference Committee of the Governing 
Council on Branches and Affiliated 
Societies 

Myron E. Wegman, M.D., Chairman, Louis- 
iana State University, New Orleans, La. 

Marjorie Delavan 

Alexander D. Langmuir, M.D. 

William P. Shepard, M.D. 

J. Earl Smith, M.D. 

James Watt, M.D. 

John M. Whitney, M.D. 


36 YEAR 


Subcommittee the Motion Picture 
Theatre 

Thomas C. Stowell, Chairman, State Depart- 
ment of Commerce, Albany, N. Y. 

Kenneth D. Widdemer, Co-Chairman, 15 
Meadow Avenue, Bronxville, N. Y. 


on 


Scientific Exhibits Committee 
Franklin M. Foote, M.D., Chairman, 1790 
Broadway, New York, N. Y. 
Paul H. Brown, M.D. 
Homer N. Calver 
Theodore S. Drachman, M.D. 
Vivian Drenckhahn 
Francis B. Elder 
Ralph T. Fisher 


Book 


Horace Hughes 

Andie L. Knutson, Ph.D. 
Granville W. Larimore, M.D. 
S. S. Lifson 

Willimina R. Walsh 


Sedgwick Memorial Medal Committee 

Henry F. Vaughan, Dr.P.H., Chairman, Uni- 
versity of Michigan School of Public 
Health, Ann Arbor, Mich. 

Justin M. Andrews, Sc.D. 

Leroy E. Burney, M.D. 

Rolla E. Dyer, M.D. 

Wilton L. Halverson, M.D. 

William McD. Hammon, M.D. 

William P. Shepard, M.D. 


SECTION COMMITTEES 
Dental Health Section 


Committee on Dental Personnel for Local 
Health Units 
John T. Fulton, D.D.S., Chairman, U. S. 
Children’s Bureau, Washington, D. C. 
Donald J. Galagan, D.DS. 
Henry C. Sandler, D.M.D. 


Membership Committee 
H. Shirley Dwyer, D.DS., Chairman, State 
Department of Health, Concord, N. H. 
Harry K. Brown, D.DS. 
Franklin M. Erlenbach, Jr., D.M.D. 


Nominating Committee 
Philip E. Blackerby, Jr., D.D.S., Chairman, 


W. K. Kellogg Foundation, Battle Creek, 
Mich. 

Robert A. Downs, D.D:S. 

J. M. Wisan, D.DS. 


Publications Committee 
Charles E. Presnell, D.D.S., Chairman, State 
Division of Health, Jefferson City, Mo. 
Polly Ayers, D.D.S. 
Laurence S. McClaskey, D.DS. 


Resolutions Committee 
John E. Chrietzberg, D.DS., Chairman, 
State Department of Public Health, 
Springfield, Il. 
Powell C. Carrel, D.D.S. 
Roy D. Smiley, D.DS. 


Engineering Section 


Committee on Air Hygiene 

H. A. Whittaker, Chairman, University of 
Minnesota School of Public Health, 
Minneapolis, Minn. 

John Buxell 

Gordon M. Fair 

Sol Pincus, C.E. 

Arthur C. Stern 

H. Wexler, D.Sc. 


Advisers: 
Epidemiology Section 
Hollis S. Ingraham, M.D. 


Industrial Hygiene Section 
C. P. Yaglou 


Laboratory Section 
Stuart Mudd, M.D. 


Committee or Bathing Places (Joint with 
the Conference of State Sanitary Engi- 
neers) 

Warren J. Scott, Chairman, State Depart- 
ment of Health, Hartford, Conn. 

Robert N. Clark, C.E. 

Alfred H. Fletcher 

Louis F. Warrick 
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Advisers: 
Epidemiology Section 
Ralph E. Wheeler, M.D. 


Laboratory Section 
Walter L. Mallmann, Ph.D. 


Committee on Circus and Carnival Sani- 

tation 

C. H. Atkins, Chairman, U. S. Public Health 
Service, Washington, D. C. 

J..Lloyd Barron, C.E. 

Morton S. Hilbert 

David B. Lee 

Charles L. Senn 


Committee on Committees 
Ernest G. Eggert, Chairman, State Depart- 
ment of Public Health, Macon, Ga. 
V. M. Ehlers, C.E. 
Louva G. Lenert 
George O. Pierce 


Committee on Exploration of Research 

Needs 

M. Allen Pond, Chairman, U. S. Public 
Health Service, Washington, D. C. 

Earnest Boyce, C.E. 

Emil T. Chanlett 

Rolf Eliassen, Sc.D. 

Gordon M. Fair 

Harold B. Gotaas, Sc.D. 

Theodore A. Olson 


Committee on Financial Support for the 

Engineering Section Project 

Sol Pincus, C.E., Chairman, 11 Park Place, 
New York, N. Y. 

J. Lloyd Barron, C.E. 

Morris M. Cohn 

William J. Dixon, CE. 

Harold S. Hutton, C.F. 

Fred R. Ingram 

David B. Lee 


Committee on Food Sanitation 
Walter D. Tiedeman, Chairman, National 
Sanitation Foundation, Ann Arbor, Mich. 
Tom S. Gable 
Ferdinand A. Korff 
J. L. Rowland, Jr. 
Jerome B. Trichter 


Committee on Industrial Sanitation 
John Buxell, Chairman, City Health Depart- 
ment, St. Louis, Mo. 
Herbert A. Anderson 
J. Lloyd Barron, C.E. 
Frank T. DuByne 
Herman L. Fellton 


Glenn J. Hawkins 
Major Alvin F. Meyer 
Lee J. Schreibeis 
Donald L. Snow 


Committee on Legislation 
Leonard M. Board, Chairman, U. S. Public 
Health Service, Washington, D. C. 
A. P. Bell 
John Robert Cameron 
William T. Ingram 
John B. Miller 
Edwir. L. Ruppert 
Frank L. Woodward 


Committee on Membership and Fellow- 

ship 

H. E. Miller, Chairman, University of Mich- 
igan, Ann Arbor, Mich. 

Alfred H. Fletcher 

Herbert H. Hasson 

Benn J. Leland 

John B. Miller 

Myhren C. Peterson 

James L. Rowland, Jr. 

Charles B. Ruegnitz 

Clarence I. Sterling, Jr. 

Earle W. Sudderth 

Meredith H. Thompson, Dr.Eng. 


Committee on Milk Sanitation 

Harold S. Adams, Chairman, Cornell Uni- 
versity, Ithaca, N. Y. 

Harold J. Barnum 

Edwin Ludewig 

Samuel I. Reed 

Alexander A. Robertson 

H. L. Thomasson 

Harold Wainess 


Committee on Municipal Public Health 

Engineering 

Arthur H. Herberger, C.E., Chairman, Nas- 
sau County Department of Health, 
Mineola, N. Y. 

Frederick F. Aldridge 

Joel C. Beall 

Herbert J. Dunsmore 

William R. Hardy 

Morton S. Hilbert 

Walton Purdom 

Charles L. Senn 

Guy M. Tate, Jr. 


Committee on Publications 
J. Lloyd Barron, C.E., Chairman, National 
Biscuit Company, New York, N. Y. 
W. A. Hardenbergh 
Walton Purdom 
Donald L. Snow 
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Committee on Public Relations in Sanita- 

tion 

Earle W. Sudderth, Chairman, Dalias County 
Health Department, Dallas, Tex. 

Richard G. Bond 

J. Robert Cameron 

W. A. Hardenbergh 

Morton S. Hilbert 

William T. Ingram 

John E. Kiker, Jr 

Benn J. Leland 

Emanuel H. Pearl, C.E. 

Walter F. Snyder 

James H. Stephens 

Herbert H. Wagenhals 


Committee on Rural Sanitation 
John E. Kiker, Jr., Chairman, University of 
Florida, Gainesville, Fla 
Robert N. Clark, CE. 
William T. Ingram 
Louva G. Lenert 
Harvey F. Ludwig 
Joseph A. Salvato, Jr. 
Samuel R. Weibel 


Committee on School Sanitation 
Herbert J. Dunsmore, Chairman, 
Health Dept., Pittsburgh, Pa. 
Donald H. Hilgren 
Donald B. Knudson 
John H. Pomeroy 
Edwin L. Ruppert 
David Sellars 
Ivan F. Shull 


City 


Committee on Sewage Disposal 
Louis F. Warrick, Chairman, Public Health 
Service, Washington, D. C. 
Albert E. Berry, Ph.D. 
F. E. DeMartini 
Ralph E. Fuhrman 
William Q. Kehr 
E. A. Reinke 
Harvey G. Rogers 
C. J. Velz 


Committee on Shellfish 
Edward Wright, Chairman, State Depart- 
ment of Public Health, Boston, Mass. 
Milton H. Bidwell 
Joseph B. Glancy 
R. S. Green 
Clarence W. Klassen 
Joseph J. Maguire 
Richard Messer 
Thurlow C. Nelson, D.Sc. 
Charles E. Renn, Ph.D. 
Kenneth H. Spies 


Committee on Training 
Ellis S. Tisdale, Chairman, Communicable 
Disease Center, U.S.P.H.S., Atlanta, Ga. 


Harold S. Adams 

Leon A. Bradley, Ph.D 
Gilbert H. Dunstan 
William C. Gibson 
Harry E. Miller 
Clarence I. Sterling, Jr. 


Subcommittee on Undergraduate Academic 
Education 

John M. Hepler, C.E., Chairman, State 
Dept. of Health, Lansing, Mich. 

Leon A. Bradley, Ph.D. 

Herbert J. Dunsmore 

Samuel H. Hopper, Ph.D. 

Walter S. Mangold 

Harry E. Miller 


Subcommittee on Graduate Academic Edu- 
cation 

Clarence W. Klassen, Chairman, 
Dept. of Health, Springfield, Tl 

Herman G. Baity, Sc.D. 

Gilbert H. Dunstan 

Harold B. Gotaas, Sc.D. 

John M. Henderson 

Harry E. Miller 

Harold A. Whittaker 


State 


Subcommittee on Field Training 

William C. Gibson, Chairman, University 
of Michigan School of Public Health, 
Ann Arbor, Mich. 

Harold S. Adams 

H. E. Eagan 

Charles D. Spangler, C.E. 

Donald Suggs 

Cranston Wilcox 

Consultant: Herbert H. Hasson 


Committee on Vector Control 
(Chairman and personnel to be appointed) 


Committee on Water Supply 
Charles R. Cox, Chairman, State Depart- 
ment of Health, Albany, N. Y. 
Ray L. Derby 
Raymond J. Faust 
Arthur E. Gorman 
Harold S. Hutton 
Lt.Col. Raymond J. Karpen, M.S.C. 
Clarence I. Sterling, Jr. 


Research Guidance Committee for R.G. 
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Joel C. Beall, Chairman, Macon-Bibb 
County Health Dept., Macon, Ga. 

Harry L. Case 

John W. Fertig, Ph.D 

Alfred L. Frechette, M.D. 

John M. Hepler, C.E. 


Ira V. Hiscock, Sc.D. 
Lewis B. Sims 
Clarence J. Velz, C.E. 


Policy Advisory Committee to the Section 

Council 

A. Harry Bliss, Chairman, University of Cal- 
ifornia, Los Angeles, Calif. 

E. L. Baldwin 

W. P. Boylston 

William H. Cary, Jr., C.E. 
J. Robert Cameron, Alternate 

Charles R. Cox 

Curtiss M. Everts, Jr. 

Goidon M. Fair 


Committee on Bathing Places (to coéperate 
with the Committee on Bathing Places of 
the Engineering Section) 

Ralph E. Wheeler, M.D., Adviser 


Committee on Archives 
F. C. Blanck, Ph.D., Chairman, Mellon In- 
stitute, Pittsburgh, Pa. 
Marietta Eichelberger, Ph.D. 
Marjorie M. Heseltine 
Henry T. Scott, Ph.D. 


Committee on Chemicals Introduced in 

Foods 

Franklin C. Bing, Ph.D., Chairman, Ameri- 
can Institute of Baking, Chicago, Ill. 

J. O. Clarke 

William J. Darby, M.D. 

Smith Freeman, M.D. 

Herbert E. Longenecker, Ph.D. 

Robert W. Pilcher, Ph.D. 

Bernard E. Proctor, Ph.D. 

Harold R. Sandstead, M.D. 

Henry T. Scott, Ph.D. 


Committee on Exhibits and Publicity 

Joyce Turner, Chairman, Harlem Tubercu- 
losis and Health Committee, New York, 
N. Y. 

(Co-Chairman to be appointed.) 

Roy E. Butler, M.D. 

Bertlyn Bosley, Ph.D. 

Virginia L. Daly 

Marietta Eichelberger, Ph.D. 

Catherine M. Leamy 

Miriam E. Lowenberg, Ph.D. 
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John B. Grant, M.D. 
William T. Ingram 
Ferdinand A. Korff 
David B. Lee 

E. P. McKibben 
Harry E. Miller 
Mitchell P. Mondala 
Louis W. Pickles, C.E. 
B. A. Poole, C.E. 
J. William Robbins 
Edwin L. Ruppert 
John F. Smith 

Guy M. Tate, Jr. 
Ray Watts 


Epidemiology Section 


Committee on Air Hygiene (to codperate 


with the Committee on Air Hygiene of 
the Engineering Section) 
Hollis S. Ingraham, M.D., Adviser 


Food and Nutrition Section 


Dorothea E. Nicoll 
Martha E. Pollard 
Chedwah J. vanTijn 


Committee on Membership and Fellow- 

ship 

Harold R. Sandstead, M.D., Chairman, Van- 
derbilt University School of Medicine, 
Nashville, Tenn. 

Gertrude E. Austin 

Jane C. Ebbs, Ph.D. 

Clare M. Hartnett 

Dorothea E. Nicoll 

William B. Palmer 


Nominating Committee 
H. L. Sipple, Ph.D., Chairman, Evaporated 
Milk Association, Chicago, Tll. 
H. R. Kraybill, Ph.D. 
Ethel Austin Martin 
Frederic W. Nordsiek 
Alice H. Smith 


Committee on Nutrition Practices 

Helen E. Walsh, Chairman, State Depart- 
ment of Public Health, San Francisco, 
Calif. 

Marjorie M. Heseltine, Referee 

Linnea Anderson 

Ruth Freeman, R.N. 

Martha Fry 

G. Dorothy Williams 
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Committee on Sanitary Practices in the Gail M. Dack, M.D. 
Food Industry V. L. Ellicott, M.D. 
Harry E. Goresline, Ph.D., Chairman, U. S. Edward L. Holmes, Ph.D. 
Department of Agriculture, Washington, Lloyd B. Jensen, Ph.D. 
Cyril K. Johns, Ph.D. 
Paul S. Prickett, Ph.D., Vice-Chairman Walter L. Mallmann, Ph.D. 
Harold S. Adams Joseph G. Molner, M.D. 
J. Lloyd Barron, C.E. E. H. Parfitt, Ph.D. 
Robert Brown Glenn G. Slocum, Ph.D. 


Health Officers Section 


Joint Committee on Codrdination of Pre- James H. Means, M.D. 
ventive and Curative Medicine Hugh Montgomery, M.D. 
Health Officers Section Norman S. Moore, M.D. 
C. Martin Mills, M.D., Chairman, City Lucile Petry, R.N. 
Department of Health, Richmond, Calif. Milton I. Roemer, M.D 
Floyd C. Beelman, M.D. David D. Rutstein, M.D. 
Harry L. Chant, M.D. 
Alfred L. Frechette, M.D. Sectional Committee on Professional 
James C. Malcolm, M.D. Education 
William C. Spring, Jr., M.D. Paul Q. Peterson, M.D., Temporary Chair- 
William H. F. Warthen, M.D. man, State Dept. of Health, Columbus, 
Carl A. Wilzbach, M.D. Ohio 
Medical Care Section Margaret W. Barnard, M.D. 
Lester Breslow, M.D., Secretary, State De- C. Howe Eller, M.D. 
partment of Health, Berkeley, Calif. Ben Freedman, M.D. 
Martin Cherkasky, M.D. Elmer L. Hill, M.D. 
James P. Dixon, Jr., M.D. William P. Richardson, M.D. 


Industrial Hygiene Section 


Committee on Atmospheric Comfort Jack Baliff 
C. P. Yaglou, Chairman, Harvard School of Henry N. Doyle 
Public Health, Boston, Mass. William B. Harris 
Anna M. Baetjer, Sc.D. Robert T. Pring 
William J. McConnell, M.D Leslie Silverman, Sc.D. 


C.-E.A. Winslow, Dr.P.H. 
Committee on Methods of Examining 


Committee on Chemical ?rocedures Dusty Air 
J. William Fehnel, Chairman, Metropolitan Dohrman H. Byers, Chairman, U. S. Public 
Life Insurance Company, New York, N. Y. Health Service, Washington, D. C. 
William J. Burke Harry B. Ashe 
Charles J. DeSimone Lewis J. Cralley, Ph.D. 
Frederick H. Goldman, Ph.D Theodore F. Hatch 
Morris B. Jacobs, Ph.D. Leslie Silverman, Sc.D 


Alfred N. Setterlind Committee on National Defense 


Anthony J. Lanza, M.D., Chairman, New 
Committee on Industrial Ventilation York University-Bellevue Medical Col- 
Allen D. Brandt, Sc.D., Chairman, Bethle- lege, New York, N. Y. 
hem Steel Company, Bethlehem, Pa Herbert G. Dyktor 


Lloyd M. Farner, M.D. 
Jean S. Felton, M.D. 
Lydia G. Giberson, M.D. 
Gladys A. Jahncke, R.N. 
Seward E. Miller, M.D. 
Howard L. Reed, M.D. 


Committee on Pneumoconiosis 
Leonard Greenburg, M.D., Chairman, State 
Department of Labor, New York, N. Y. 
Waldemar C. Dreesen, M.D. 
Theodore F. Hatch 


Committee on Antibiotics 
Henry Welch, Ph.D., Chairman, U. S. Food 
and Drug Administration, Washington, 
D. C. 
Carolyn R. Falk 
Geoffrey W. Rake, M.D. 
W. M. Umbreit, Ph.D. 


Laboratory Section Archivist 
Anna M. Sexton, State Department of 
Health, Albany, N. Y. 


Committee on Membership and Fellow- 

ship 

Goldie B. Corneliuson, M.D., Chairman, 
State Department of Health, Lansing, 
Mich. 

Martha L. Clifford, M.D. 

Madelene M. Donnelly, M.D. 

Marion S. Dressler, M.D. 

Edythe P. Hershey, M.D. 

Ella Oppenheimer, M.D. 

Guy V. Rice, M.D. 

Kent A. Zimmerman, M.D. 


Joint Committee on Codrdination of Pre- 
ventive and Curative Medicine 
Health Officers Section 
C. Martin Mills, M.D., Chairman, City 
Department of Health, Richmond, Calif. 
Floyd C. Beelman, M.D. 
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O. A. Sander, M.D. 


Arthur J. Vorwald, M.D. 


Committee on Volatile Solvents 


Heinrich Breiger, M.D., Chairman, Jefferson 
Medical College, Philadelphia, Pa. 

William G. Fredrick, Sc.D. 

Nathan V. Hendricks 

William A. McGilvray 

Norton Nelson, Ph.D. 

Henry F. Smyth, Jr., Ph.D. 

James H. Sterner, M.D. 


Laboratory Section 


Committee on the Study of Laboratory 


Accidents 
S. Edward Sulkin, Ph.D., Chairman, South- 
western Medical College, Dallas, Tex. 
(Personnel to be appointed.) 


See Codrdinating Committee on Labora- 


tory Methods under the Committee 
on Research and Standards for Labo- 
ratory Methods Committees and their 
Personnel. 


Maternal and Child Health Section 


Program Committee 


Edward Davens, M.D., Chairman, State De- 
partment of Health, Baltimore, Md. 

John A. Anderson, M.D. 

Katherine Bain, M.D. 

Donald J. Bourg, M.D. 

Anita E. Faverman, M.D. 

Marion Hotopp, M.D. 

Edward Press, M.D. 

Edward R. Schlesinger, M.D. 

Myron E. Wegman, M.D. 


Medical Care Section 


Harry L. Chant, M.D. 

Alfred L. Frechette, M.D. 
James C. Malcolm, M.D. 
William C. Spring, Jr., M.D. 
William H. F. Warthen, M.D. 
Carl A. Wilzbach, M.D. 


42 YEAR Book 


Medical Care Section 
Lester Breslow, M.D., Secretary, State De- 
partment of Health, Berkeley, Calif 
Martin Cherkasky, M.D. 
James P. Dixon, M.D. 
James H. Means, M.D. 
Hugh Montgomery, M.D 
Norman S. Moore, M.D 
Lucile Petry, R.N. 
Milton I. Roemer, M.D. 
David D. Rutstein, M.D. 


Committee on Group Practice 
(Chairman and personnel to be appointed.) 


Joint Committee on Medical Care Statis- 
tics 
Medical Care Section 
Franz Goldmann, M.D., Chairman, Har- 
vard School of Public Health, Boston, 
Mass. 
John M. Brumm 
Melvin L. Dollar 
Jay C. Ketchum 
Margaret C. Klem 
Dean W. Roberts, M.D. 
C. Rufus Rorem, Ph. D. 
Raymond M. Walls, D.DS. 
E. Richard Weinerman, M.D. 
Samuel Zibit 
Statistics Section 
W. Thurber Fales, Sc.D., Co-Chairman, 
City Department of Health, Baltimore, 
Md. 


Isidore Altman 

Selwyn D. Collins, Ph.D. 
Neva R. Deardorff, Ph.D. 
Matthew Taback 

Louis Weiner 


Committee on Membership and Fellowship 

Marian G. Randall, R.N., Chairman, Visiting 
Nurse Service of New York, New York, 

Paul B. Cornely, M.D. 

Leslie A. Falk, M.D. 

John A. Ferrell, M.D. 

David Littauer, M.D. 

Stanley H. Saunders 

Lucille M. Smith 


Committee on Nominations 
(Chairman and personnel to be appointed.) 


Committee on Rehabilitation 

Bernard D. Daitz, Chairman, Veterans Ad- 
ministration, Washington, D. C. 

Sophia Bloom 

Ben L. Boynton, M.D. 

Russell J. N. Dean 

Irving M. Friedman 

Thomas B. McKneely, M.D. 

Sydney S. Norwick, M.D. 

Kenrreth E. Pohlmann 

Eugene J. Taylor 

Catherine A. Worthingham, D.Sc. 


Public Health Education Section 


Cross Section Committees 


(Personnel to be appointed) 


Committee on Committees 
Donald A. Dukelow, M.D., Chairman, Amer- 
ican Medical Association, Chicago, III 


Committee on Films 
Granville W. Larimore, M.D., Chairman, 
State Department of Health, Albany, N. Y. 


Committee on Health Education in Special 
Subject Areas 
(Chairman to be appointed.) 


Committee on Materials and Techniques 
Robert B. Thorpe, Chairman, American 


Cancer Society, New York, N. Y. 
George A. Kavner, Co-Chairman 


Committee on Membership 
Theron H. Butterworth, Ph.D., Chairman, 
U. S. Public Health Service, Washington, 
©. 
Merwin L. Novle, Co-Chairman 
Newsletter Committee 
Eunice I. Tyler, Ph.D., Chairman, University 
of North Carolina School of Public 
Health, Raleigh, N. C. 
Netta W. Wilson, Co-Chairman 
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Committee on Recruitment and Training 
of Public Health Educators 
Ruth Sumner, Ph.D., Chairman, State Dept. 
of Health, Albany, N. Y. 


Committee on Research and Evaluation 
Mary Lou Skinner, Chairman, State Depart- 
ment of Health, Albany, N. Y. 
Andie L. Knutson, Ph.D., Co-Chairman 


Committee on Resolutions 
C. Mayhew Derryberry, Ph.D., Chairman, 


U. S. Public Health Service, Washington, 
Homer N. Calver, Co-Chairman 


Conference Committee on Salaries of 
Health Education Personnel 
Alfred K. George, M.D., Chairman, Univer- 
sity of Cincinnati, Cincinnati, Ohio 
Ann W. Haynes, Ph.D., Co-Chairman, (Rep- 
resenting the Conference of State Directors 
of Health Education.) 


Public Health Nursing Section 


Committee To Study the Functions of the 
Public Health Nursing Section 
Alma C. Haupt, R.N., Chairman, Metro- 
politan Life Insurance Company, New 
York, N. Y. 


Marion Ferguson, Pk.D. 
Mary E. Parker, R.N. 
Bosse B. Randle, R.N. 
Dorothy Wilson, Ed.D. 


School Health Section 


Committee on Evaluation of School 
Health Programs 
Jessie M. Bierman, M.D., Chairman, Uni- 
versity of California School of Public 
Health, Berkeley, Calif. 
Wesley P. Cushman, D.Ed. 
Alfred Yankauer, Jr., M.D. 


Committee on Health Content of Text- 
books 
H. F. Kilander, Ph.D., Chairman, U. S. 
Office of Education, Washington, D. C. 
Fred V. Hein, Ph.D. 
Harold H. Mitchell, M.D. 


Committee on Health Education and Pub- 
licity Headquarters 
Marjorie L. Craig, Chairman, Metropolitan 
Life Insurance Company, New York, N. Y. 
Elizabeth S. Avery, Ph.D., Co-Chairman, 
American Association for Health, Physical 
Education and Recreation, Washington, 


Committee on Health Service Programs 
for Secondary Schools 
Regine K. Stix, M.D., Chairman, City De- 
partment of Health, New York, N. Y. 
Alan Foord, M.D. 


Franklin M. Foote, M.D. 
J. Roswell Gallagher, M.D 
Mary B. Rappaport, R.N. 
Thomas E. Shaffer, M.D. 
Mary E. Spencer, Ph.D 
Marie Swanson, R.N. 
Ruth G. Taylor, R.N. 


Committee on Joint Planning 
(Joint with the American School Health 


Association) 
Elizabeth S. Avery, Ph.D., Chairman, Ameri- 
can Association for Health, Physical Edu- ' 


cation and Recreation, Washington, D. C. 


Committee on Nominations 
Warren H. Southworth, Dr.P.H., Chairman, 
University of Wisconsin, Madison, Wis. 
Jessie M. Bierman, M.D. 
Frank S. Stafford, Ph.D. 


Committee on Program Planning 
Charles C. Wilson, M.D., Chairman, Yale 
School of Medicine, New Haven, Conn. 


Committee on Research in School Health 
Warren H. Southworth, Dr.P.H., Chairman, 
University of Wisconsin, Madison, Wis. 


44 YEAR Book 


Committee on Rural School Health Serv- Harold Jacobziner, M.D. 


ices Albert D. Kaiser, M.D. 
Arthur F. Davis, Dr.P.H., Chairman, Penn- Charles L. Maxwell, M.D. 
sylvania State College, State College, Pa. Hazel M. O’Neal 
Jane Duffalo Ruth Taylor 


Catherine Kelly, R.N. 
Nina B. Lamkin 

Dorothy Nyswander, Ph.D. 
Mona Overton, R.N. 

J. F. Skull . John H. Shaw, Ed.D., Chairman, Syracuse 
Ellwood T. Sones University, Syracuse, N. Y. 

Frank S. Stafford Ruth Abernathy, Ph.D. 

Ralph Tyler, Ph.D. Violet G. DuBois 

Robert O. Yoho Marguerite Fish 

Florence M. Hellman 


Committee on Undergraduate Preparation 
in Health for Elementary School 
Teachers 


Committee on School Health Records 


Robert W. Culbert, M.D., Chairman, City Ned Johns, Ph.D. 
Department of Health, New York, N. Y. H. F. Kilander, Ph.D. 
Jessie M. Bierman, M.D. Beatrice G. Konheim, Ph.D. 
Claire A. Christman, M.D. Mabel E. Rugen, Ph.D. 
Morey R. Fields, Ed.D Marjorie A. C. Young 


Statistics Section 


Committee on Chronic Disease Statistics E. Richard Weinerman, M.D. 
Martha C. Eaton, Chairman, State Depart- Samuel Zibit 
ment of Public Health, Berkeley, Calif. Statistics Section 
Morton Kramer, D.Sc. W. Thurber Fales, Sc.D., Co-Chairman, 
Eschscholtzia L. Lucia, Ph.D. City Department of Health, Baltimore, 
Felix E. Moore, Jr. Md. 


Isidore Altman 

Selwyn D. Collins, Ph.D. 
Neva R. Deardorff, Ph.D. 
Matthew Taback 

Louis Weiner 


Committee on Marriage and Divorce Sta- 
tistics 
J. V. DePorte, Ph.D., Chairman, State De- 
partment of Health, Albany, N. Y. 
Loren E. Chancellor 


William M. Haenszel Committee on Membership and Directory 
Marion G. Maloon Clifford H. Greve, Chairman, U. S. Public 
Samuel C. Newman, Ph.D. Health Service, Washington, D. C 

Henry G. Page Marjorie T. Bellows 


Clara E. Councell, Ph.D. 
Marguerite F. Hall, Ph.D 
Elliott H. Pennell 
Samuel Shapiro 


Joint Committee on Medical Care Statis- 
tics 
Medical Care Section 
Franz Goldmann, M.D., Chairman, Har- 
vard School of Public Health, Boston, Committee on Occupational and Industrial 


Mass. Mortality Statistics 
John M. Brumm Robert J. Vane, Chairman, Metropolitan 
Melvin L. Dollar Life Insurance Co., New York, N. Y. 
Jay C. Ketchum Hugh P. Brinton, Ph.D. 
Margaret C. Klem W. Thurber Fales, Sc.D. 
Dean W. Roberts, M.D. William M. Haenszel 
C. Rufus Rorem, Ph. D. Ruth R. Puffer, Dr.P.H. 


Raymond M. Walls, D.D.S Robert C. Strauss 
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Committee on Opportunities and Func- 

tions of Statisticians 

Paul M. Densen, D.Sc., Chairman, Univer- 
sity of Pittsburgh School of Public Health, 
Pittsburgh, Pa. 

Antonio Ciocco, D.Sc. 

Ann Diilon 

Bernard G. Greenberg, Ph.D. 

Robert Reed 

Howard West, Ph.D. 


4§ 


Committee on Sampling Techniques in 

Public Health Statistics 

Theodore D. Woolsey, Chairman, U.S. Pub- 
lic Health Service, Washington, D. C. 

William G. Cochran 

Donald Mainland 

Margaret P. Martin, Ph.D. 

Felix E. Moore, Jr. 


Representatives of the American Public Health Association to 
Other Organizations and Committees for 1951 


Advisory Council on Medical Education 
William P. Shepard, M.D. 
Reginald M. Atwater, M.D., alternate 


American Association for the Advance- 
ment of Science 
Reginald M. Atwater, M.D. 
C.-E. A. Winslow, Dr.P.H. 


American Association for Health, Physi- 
cal Education and Recreation 
Committee on Terminology in Health Edu- 
cation 
Ross L. Allen, Dr.P.H. 
Marjorie A. C. Young 
Representing the School Health Section 


William W. Bolton, M.D. 

William Griffiths, Ph.D. 

Representing the Public Health Education 
Section 


American Camping Association 
Health and Safety Committee 
Francis B. Elder 


American Documentation Institute (1950- 


1953) 
Iwao M. Moriyama, Ph.D. 


American National Red Cross 
National Blood Program Advisory Com- 
mittee 
Vlado A. Getting, M.D. 


American Society of Mechanical Engineers 
Air Pollution Control Committee 
Arthur C. Stern 


American Society for Testing Materials 
Committee on Methods of Atmospheric Sam- 
piing and Analysis, D-22 
John Buxeil 


Committee on Soap 
Carl R. Fellers, Ph.D. 


American Standards Association 
Building Code Correlating Committee (1950- 
1951) 
J. Lloyd Barron, C.E. 


Letter Symbols and Abbreviations for Sci- 
ence and Engineering 
Earle B. Phelps 


Safety Code for Dry Cleaning Establish- 
ments 
H. H. Schrenk, Ph.D. 
H. G. Dyktor, alternate 


Sectional Committee on Allowable Concen- 
trations of Toxic Dusts and Gases 
J. J. Bloomfield 


Sectional Committee on Bedding and Up- 
holstery—Subcommittee on Sterilization 
F. J. Maier 


Sectional Committee on Places of Outdoor 
Assembly 
J. Lloyd Ba:ron, C.E. 


Sectional Committee on School Lighting 
Leonard Greenburg, M.D. 
Joel I. Connolly, alternate 


Sectional Committee on the Safety Code for 
Exhaust Systems, Z-9 
Allen D. Brandt, Sc.D. 


Sectional Commiitee on the Safety Code for 
Industrial Sanitation in Manufacturing 
Establishments 

Leonard Greenburg, M.D. 
Kenneth E. Markuson, M.D., alternate 


46 YEAR 


Sectional Committee on the Safety Code for 
the Industrial Use of X-Rays, Z-54 
Merril Eisenbud 


Sectional Committee on Safety in Electric 
and Gas Welding and Cutting Opera- 
tions, Z-49 

Allen D. Brandt, Sc.D. 

Sectional Committee on Standards for 
Graphic Presentation, Z-15 

Clarence J. Velz, C.E. 


Ventilation Code 
Earle B. Phelps 


American Trudeau Society, National Tu- 
berculosis Association, and the Amer- 
ican Hospital Association (Joint with 
the A.P.H.A.) 

Joseph G. Molner, M.D. 


Baking Industry Sanitation Standards 
Committee 
Abraham E. Abrahamson 


Biological Stain Commission 
Edmund K. Kline, Dr.P.H 


Board to Certify Non-Medical Experts in 
Human Nutrition 
Charles G. King, Ph.D. 


Children’s Bureau 
Committee on Maternal and Child Health 
and Crippled Children’s Services 
A. L. van Horn, M.D., (1948-1951) 


Commission on Chronic Illness 
Dean W. Roberts, M.D. 
Edward S. Rogers, M.D. 


Council on Rheumatic Fever 
David D. Rutstein, M.D. 
George M. Wheatley, M.D. 


Inter-Agency Committee for a Uniform 
Plumbing Code 
A. F. Dappert 
M. Warren Cowles 


National Bureau of Standards—Standing 
Committee on Insect Wire Screening 
CS-128—47 

Robert N. Clark 


National Conference for Codperation in 
Health Education 
Charles C. Wilson, M.D. 


Book 


National Conference on Uniform Traffic 
Accident Statistics 
Robert J. Vane 


National Health Council 
Granville W. Larimore, M.D. 
Ernest L. Stebbins, M.D. 
Dorothy Wilson, Ed.D. 


National Organization for Public Health 
Nursing 
Joint Committee on Nursing and the School 
Health Program 
Eldred V. Thiehoff, M.D. 
Representing the Health Officers Section 
Bertha H. Campbell 
Representing the Public Health Education 
Section 


Mary E. Spencer, Ph.D. 
Marjorie A. C. Young 
Representing the School Health Section 


National Research Council 
Advisory Panel to the Committee on Food 
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REPORTS OF COMMITTEES 


The By-laws of the American Public Health Association provide that no standards shall be 
promulgated as the official and authorized judgment of the Association except with the approval 
of the Governing Council. Except where specifically noted to the contrary, the following reports 
are in the nature of progress reports from committees, most of which have had Section approval, 
but which have not been presented for Governing Council action, and therefore are not to be 
interpreted as standards approved by the American Public Health Association. 
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Administrative Practice’ 


E Committee on Administrative 
Practice has completed 30 years of 
service! In some ways 1950 marks a 
transition year in which some of our 
projects came to an end, and we are 
seeking new approaches to basic prob- 
lems. The committee has, however, con- 
tinued to produce worth-while results 
along its three paths of evaluation, sur- 
veys and basic studies of administration, 
and methods of procedure. 

As Professor Winslow pointed out in 
an editorial in the July Journal, “ A re- 
markable record of sustained support 
and persistent investigation in public 
health administration was terminated on 
March 31, 1950, with the completion of 
the series of grants by the Common- 
wealth Fund of New York to the 
A.P.H.A. and its Committee on Admin- 
istrative Practice in support of our State 
Studies and Evaluation Project. 

“So far as Studies are concerned, the 
staff has conducted formal surveys in 14 
states, one province, and 27 cities and 
counties. The reports on these surveys, 
the knowledge secured and organized in 
the course of the studies, and the prin- 
ciples which have evolved from com- 
mittee consideration have greatly influ- 
enced public health administration in 
this country and Canada. Expert con- 
sultant service was provided and widely 
used. These studies and field services 
are a monument to the ability and indus- 
try of Carl E. Buck, Dr.P.H., who was 
Field Director of the Association during 
most of this period, and whose counsel 
was sought by health officers and com- 
munities throughout the country.” 

This project also permitted the devel- 


* Report of the Chairman of the Committee to the 
Governing Council for the Year 1950. 
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opment of the Evaluation Schedule. It 
is pertinent to note that about 30,000 
copies of this document have been dis- 
tributed since 1943. 


ACCIDENT PREVENTION 

At this same time today, there is be- 
ing held a session on “ What’s Good and 
What’s Bad About Home Accident Pre- 
vention Programs?’’ organized by the 
Subcommittee on Accident Prevention 
under the fine leadership of I. J. Bright- 
man, M.D. During this year this sub- 
committee has continued to collect 
information regarding home accident 
prevention in local areas. An analysis of 
data submitted in the Accident Preven- 
tion Section of the Evaluation Schedules 
for the year 1949 points to an urgent 
need for training of health department 
staffs in the organization of home acci- 
dent prevention programs. 


EVALUATION OF ADMINISTRATIVE 
PRACTICES 
Goiter Control 

O. P. Kimball, M.D., Chairman of 
the Study Committee on Endemic Goiter, 
was afforded the opportunity this sum- 
mer to make a special study of endemic 
goiter through Mexico, Central America, 
and South American countries, and to 
report to the World Health Organiza- 
tion at its meeting in Rio de Janeiro, 
thus adding to the comprehensive re- 
search he has been making in the United 
States for over 30 years. The incidence 
of goiter throughout eight states in 
Mexico, Dr. Kimball learned, has aver- 
aged over 25 per cent, while in Indian 
villages frequently 80 to 90 per cent of 
the inhabitants have goiter, and the 
incidence of deafmutism, cretinism, and 
feeble-mindedness is appalling. In many 


ADMINISTRATIVE PRACTICE 49 


areas of Central and South America a 
high percentage of school children—25 
to 80 per cent—have goiter. An Iodine 
Educational Bureau for Central and 
South America is being developed. 

At a meeting in July, the Study Com- 
mittee on Endemic Goiter decided to 
join forces with the Michigan Goiter 
Committee in an attempt to complete a 
resurvey of the original counties studied 
in Michigan to determine two points: 


1. The percentage of homes now using iodized 
salt continuously, after a long silence by the 
health authorities, who in the past had put on 
regular campaigns of education for the use of 
iodized salt; 

2.The percentage of goiter now found among 
the school children in these counties, and 
whether the goiters that are now found are in 
the homes where they have never used iodized 
salt, or whether the children are developing 
goiters even though iodized salt is being used 
continuously in the home. 


The ultimate goal is federal legislation 
requiring that all table salt contain a 
certain amount of iodine. A splendid 
example of goiter legislation is the brief 
but effective law recently passed in 
Canada that “ No salt be sold for food 
or table use unless it contains iodin in 
the proportion of one part of potassium- 
iodide to 10,000 parts of salt.” 


Diphtheria and Multiple Antigens 

The Study Committee on Diphtheria 
has collected material for a study of the 
incidence of gravis and mitis strains and 
its correlation with the severity of the 
disease. The report of this study is being 
prepared by V. K. Volk, M.D. 

At a meeting during this week the 
Study Committee on Multiple Antigens 
will hear a report by Dr. Volk on im- 
munizing practices in Western Germany 
from information he collected on his re- 
cent assignment in that country. Papers 
on the following subjects will be pub- 
lished in the near future, giving the 
results of Dr. Volk’s studies in Saginaw 
during the past year: 


1. The effect of booster dose injections three 
years after multiple antigen immunizations 
2.The significance of “antigenic cysts” in 
immunization 

3. Scarlet fever immunization results following 
multiple antigen injections. 


Tuberculosis Control Procedures 

Under the new leadership of Herbert 
R. Edwards, M.D., the Study Committee 
on Tuberculosis Control Procedures will 
explore major problems in this field, 
such as BCG, and tuberculin testing of 
school children, as possible projects to 
be undertaken. 


Typhoid Fever 

The Study Committee on Typhoid 
Fever reports that a study is underway 
of case histories on typhoid carriers who 
have had surgery, in the hope of curing 
the carrier condition. 

Such technical procedures are devel- 
oped for use in local areas and can best 
be carried out by adequate full-time 
local health units. 


LOCAL HEALTH UNITS 

The Subcommittee on Local Health 
Units reports that, although the sub- 
committee itself has been relatively in- 
active, there have been a number of 
significant developments in the field of 
local health services. 
1. The inventory of state and local health 
planning councils, made by the Na- 
tional Health Council and resulting in a 
directory of these councils. The interest 
thus spurred in local health planning 
should result in an increased understand- 
ing and development of local health 
services. 
2.In Indiana, Kansas, and Missouri, 
multi-county health departments have 
been organized for the first time during 
the past year. Missouri is having a par- 
ticularly interesting development. Local 
health councils made up of dues-paying 
citizen members constitute the official 
boards of health, according to a recent 
Health Center Act. 
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3. At the present time it seems that 70 
per cent or more of the population of the 
country is in areas in which there is 
organized full-time health service, even 
though there may be shortage of per- 
sonnel, either in terms of administrative 
health officers or other workers. More 
than 50 counties have been added during 
the past year to those with full-time 
health services, while the number of 
health departments has increased by 
only eight. This indicates fairly exten- 
sive consolidation of city and county 
services or of the services of severa! 
counties. The number of multi-county 
health departments is constantly increas- 
ing at the expense of city and single 
county health departments. Likewise, 
there is a slow decrease in the number 
of health departments serving fewer 
than 25,000 persons and a corresponding 
increase in those serving more. How- 
ever, the number serving fewer than 
40,000 persons is still nearly half of the 
total. 

Six states are now organized to serve 
all of their people—Maryland, Delaware, 
North and South Carolina, Alabama, and 
New Mexico. A number of others— 
California, Florida, Kentucky, Louisiana, 
Michigan, Mississippi, Tennessee, and 
Virginia—are organized to serve 90 per 
cent or more of their populations. Ken- 
tucky, Tennessee, and Louisiana, how- 
ever, have a large number of health 
officer vacancies. 


PUBLIC HEALTH NURSING 

Public health nursing is closely allied 
to this effort. You will recall that the 
Committee on Nursing Administration 
of the National Organization for Public 
Health Nursing is also our Subcommittee 
on Public Health Nursing. During 1949 
and 1950 the subcommittee has con- 
ducted a study of four representative 
public health nursing services with joint 
direction by the health department and 
the board of directors of the voluntary 
agency. Immediate objectives of this 
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study now nearing completion were: 


1.To explore the methods of financing com- 
bination services 

.To evaluate nursing administration in such 
services 

.To study the extent and effectiveness of 
citizen participation in combination services 
. To study the opinions of the nurses render- 
ing the care as to the effectiveness of the 
service 

To determine the reaction of typical com- 
munity representatives to generalized public 
health nursing program as administered 
through a combination service. 


w 
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It is expected that the study will be 
ready for distribution in December, 
1950. 

In the past biennium the subcommit- 
tee has given consideration to the de- 
sirable placement of the nursing unit in 
a local or state health department. A 
subcommittee representing state and 
local directors of public health nursing 
services has held two meetings. In ad- 
dition, N.O.P.H.N. representatives met 
with our Subcommittee on State and 
Local Health Administration to discuss 
questions relating to the place of the 
nursing unit in a state health depart- 
ment. 


STATE AND LOCAL HEALTH 
ADMINISTRATION 

The Subcommittee on State and Local 
Health Administration has again been 
an important focus of the committee’s 
activities. The three year research 
project which studied the validity of 
the Evaluation Schedule was terminated 
in June. While a number of the weak- 
nesses were identified and studied we 
can find satisfaction from the consider- 
able strengths which were found. Some 
of the defects have been corrected and 
knowledge is at hand to make a very 
worth-while revision. The Schedule 
must be revised although funds are not 
yet in sight. This year more than 100 
Schedules were sent to the A.P.H.A. for 
grading. The grading criteria and meth- 
ods were revised on the basis of the re- 
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search findings. A grading summary and 
interpretive letter have been supplied 
each area submitting a Schedule as in 
previous years, and in spite of the de- 
crease in the committee’s funds. There 
is also correspondence throughout the 
year from communities seeking aid in 
their efforts in evaluation. An evalua- 
tion schedule patterned after ours has 
been produced for Spanish speaking 
areas by the Pan American Sanitary 
Bureau. Also, a volume patterned after 
our Health Practice Indices has been 
prepared by the Program for the Amazon 
Valley. 

The field staff, together with the Com- 
monwealth Fund staff, conducted a sur- 
vey of Pinellas County, Fla., for the 
purpose of providing a training experi- 
ence for the field staff of the Florida 
State Health Department. 

The Field Director made a brief study 
and report in St. Louis at the request 
of J. Earl Smith, M.D., the Health Com- 
missioner. 

In the more specialized fields the 
Sanitation Evaluation Schedule is get- 
ting thorough study and field trial in 
the Research Project of the A.P.H.A. 
Engineering Section. By way of con- 
trast, a Joint Committee of the American 
Psychiatric Association and our Com- 
mittee on Administrative Practice devel- 
oped a provisional schedule and guide 
in mental hygiene. This schedule may 
help the rest of us understand what is 
meant by a mental hygiene program in 
public health or a community mental 
hygiene program. Just to make it inter- 
esting, another study committee is ex- 
ploring the role of the veterinarian in 
public health. 


MEDICAL CARE 

Another of our very active groups is 
the Subcommittee on Medical Care 
which reports the completion of a draft 
on “General Medical Care Programs 
Administered by Local Health Depart- 
ments” based on a nation-wide field 


survey of health units engaged in ad- 
ministering general hospitals or general 
medical care programs for designated 
population groups. 

The results of the field survey of local 
health departments which are housed 
jointly with general hospitals will be 
presented at a session of the Health 
Officers and Medical Care Sections dur- 
ing this week. 

In recognition of the need to foster 
cooperative relationships between health 
and welfare departments, with particular 
reference to the provision. of medical 
care, members of the subcommittee have 
been appointed to represent the Associa- 
tion in a Joint Committee of the Ameri- 
can Public Health Association and the 
American Public Welfare Association. 
The Joint Committee is now engaged in 
the preparation of a draft statement on 
coérdination of health and welfare de- 
partment activities. 

The subcommittee has established an 
information service on medical care re- 
search which provides a medium for the 
exchange of information among individ- 
uals and organizations engaged in re- 
search in this field. 

The extent to which prepayment medi- 
cal care plans carry on organized pro- 
grams of health education for their sub- 
scribers is the subject of a question- 
naire survey that has recently been un- 
dertaken by the subcommittee. 


PUBLICATIONS 

To a large extent I have saved the 
best for the last. At least it is the most 
tangible. This is a list of publications 
which have emanated from the commit- 
tee’s varied activities. 

1. “The Local Health Department— 
Services and Responsibilities.” You 
have a copy in your agenda for consider- 
ation at the second meeting of the Gov- 
erning Council. A draft was published 
in the Journal in January for comment 
and criticism, has been back to the 
Committee on Administrative Practice 
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and is now in your hands with the com- 
mittee’s recommendation for adoption. 

2. “The Quality of Medical Care in 
a National Health Program.” Members 
of the Governing Council may have 
noted, perhaps with concern, references 
to the draft of this report which was 
published in the July, 1949, issue of the 
Journal and widely circulated for com- 
ment since then. This procedure has 
been in accordance with an established 
policy of the Association directing that 
all proposed statements, especially in 
controversial fields, should be published 
for information of the members before 
adoption. This proposed report has 
been studied by many persons, and 
scores of letters are on file representing 
individual and group opinion about it. 
These have been carefully collected and 
circulated to the members of the sub- 
committee which will bring to the Com- 
mittee on Administrative Practice a re- 
vised draft for consideration. In the 
meantime, however, I should make it 
clear that the report is not before the 
Governing Council for discussion in its 
substantive content. Any who wish to 
comment on it substantively should do 
that in writing addressed to Dean A. 
Clark, M. D., the Chairman of the Sub- 
committee on Medical Care. 

3. The fifth edition of Health Practice 
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Indices covering the years 1947 and 
1948 was published in the spring. Health 
Practice Indices, as you know, is a 
unique record of practice as recorded in 
the Evaluation Schedules sent to the 
A.P.H.A. It is a collection of 78 charts 
including pertinent comments and a key 
to each local health unit’s performance. 
The fifth edition now provides useful 
trend data. 

4. I hope you have all seen and read 
the colorful volume What’s the Score? 
It should help many communities to do 
a better public health job. 

5. The people in Pennsylvania them- 
selves have reprinted the report of that 
state study entitled Keystones of Public 
Health for Pennsylvania, and have pre- 
pared 50,000 copies of a 15 page digest. 

6. The report of the Philadelphia sur- 
vey was printed earlier this year. 

There are other reports in process 
such as a detailed statement of the ele- 
ments of state health administration 
which will come before the committee 
tonight. 

That strikes me as an impressive list 
and I believe your committee has served 
you well. 

Witton L. HAtverson, M.D., 
Director, State Department of 
Public Health, San Francisco, 
Calif., Chairman 


Eligibility” 


S of September 1, 1950, the member- 
A ship of the Association stood at the 
all-time record of 12,415. Some 18 per 
cent (2,221) are Fellows; nearly 4 per 
cent (466) are Life Members. During 
the last year (preceding September 1, 
1950), your Eligibility Committee ap- 
proved by mail 1,503 applications for 
membership. Since the present Annual 
Meeting began, the committee members 
have met twice to consider for Fellow- 
ship the names of the 249 7 candidates 
published in the September issue of the 
American Journal of Public Health. Of 
this total, 14 were not approved by the 
Section Councils, the Executive Board 
(voting on applications for unaffiliated 
Fellowship), and the Eligibility Com- 
mittee. By request of the Section Coun- 
cils, several of these names were placed 
in a suspense category pending the re- 
ceipt of further information about them 
or clarification of eligibility policy. We 
unanimously recommend to the Govern- 
ing Council, therefore, that the remain- 
ing 235, the names of whom have been 
placed before you, be elected to Fellow- 
ship in this organization. 

Four persons have applied for Life 
Membership during the year. It is rec- 
ommended that their names—which ap- 
pear at the end of the list of Fellowship 
applicants—be added to the roster of 
Life Members of the American Public 
Health Association. 

Members of the Eligibility Committee 
and Section Councils have from time to 
time voiced their dissatisfaction con- 
cerning the brief period hitherto avail- 
able at Annual Meetings for examining 


* Report of Chairman of Committee to the Govern- 
ing Council, November 1, 1950. 

+ One application was withdrawn by request of 
candidate. 
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and appraising Fellowship applications. 
In an effort to remedy this defect, a 
tentative routine was initiated this year 
of sending copies of application abstracts 
through Section Council Secretaries (on 
August 15, 1950) to the members of each 
Section Council. These members were 
requested to grade each applicant in- 
formally as “ A ”—definitely acceptable, 
“B”—some doubt but probably ac- 
ceptable, ““C ”—some doubt but prob- 
ably not acceptable, “ D’’—definitely 
not acceptable, or “ E ”’—no opinion be- 
cause the applicant was unknown to the 
reviewer. These grades were summarized 
and transmitted to the members of the 
Eligibility Committee for their individ- 
ual consideration before the St. Louis 
meeting. 

Thus, at the first assembly of the 
committee (October 30), it was possible 
for its members to spend most of their 
time appraising as a group the applica- 
tions of persons about whom there was 
some doubt. This insured relatively uni- 
form treatment and resolution of con- 
troversial cases. On the following day, 
each of the committee members took his 
applications to his own Section Council 
meeting to reconcile possible differences 
of opinion between the committee and 
Section Councils, and for official action 
by the latter. At the second meeting of 
the Eligibility Committee, its members 
reported Section Council decisions and 
the names were voted on by the commit- 
tee. This procedure has given both 
groups concerned more adequate oppor- 
tunity for deliberating upon the very 
important business of determining who 
shall and who shall not be recommended 
to the Governing Council for Fellowship 
in the Association. It is suggested that 
this routine be followed next year. 

The committee also voted (this morn- 
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ing) to take under advisement the 
policies relating to Section affiliation of 
members and Fellows to prevent misun- 
derstanding and to promote precision 
and uniformity in the selective proce- 
dures of the Sections. 

The committee considered the changes 
which have taken place in the organiza- 
tion known as the Ohio Federation of 
Public Health Officials, which has now 
become the Ohio Public Health Associa- 
tion. It is recommended to the Govern- 
ing Council that the latter society be 
considered as of this date the duly 
constituted Affiliated Society of the 
Association in Ohio. The committee also 
has before it a pending application of 
the New York State Public Health 
Association for Affiliated Society status. 

Consideration was given to a sugges- 
tion that the sponsorship provisions for 
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Fellowship applications be changed to 
require five referees, two of whom must 
be Fellows of the Section concerned. 
This matter was approved in principle 
by the Committee on Eligibility and 
forwarded for the future attention of the 
Committee on Constitution and By- 
laws. 

Consideration was also given to the 
names of persons whose distinguished 
service in public health suggest their 
election as Honorary Fellows. It is 
unanimously recommended that Mrs. 
Mary Woodard Lasker and Dr. Frank 
Macfarlan Burnet be added to this ex- 
clusive group. 

Justin M. ANprReEws, Sc.D. 
Communicable Disease Cen- 
ter, U.S. Public Health Serv- 
ice, Atlanta, Ga., Chairman 


Professional Education* 


HE year 1950 not only marks the 

midpoint of a very dramatic century 
but has already had its own share of 
highly significant events. In the last 
few months it has become impossible 
to divorce one’s own professional and 
personal ambitions from the major hap- 
penings taking place in this country 
and in the world—much as we may wish 
to the contrary. It therefore appears 
appropriate to examine the progress and 
projects of a group which has as wide- 
spread an influence as the Committee on 
Professional Education within the frame- 
work of events which are bound to affect 
every country, every group, every 
project, and every plan. 

In 1950, only five years after cessation 
of the hostilities of World War IT, the 
United States had to decide to take up 
arms again, thus leading the effort of 
the United Nations to prevent another 
world conflict. This step was preceded 
by various large-scale international 
projects, manifesting that the American 
government and people, after World 
War II, have taken very seriously their 
share of responsibility of making this a 
better world. In the health field this 
concept of world-wide responsibility led 
to active participation in the World 
Health Organization, the Food and 
Agricultural Organization, and other in- 
ternational bodies within and outside the 
United Nations, the loan of United 
States experts to survey and demonstra- 
tion teams, and, most recently, the im- 
plementation of the health provisions of 
the aid to under-privileged areas adopted 
by Congress, the so-called Point 4 Pro- 


* Report of the Chairman of the Committee to the 
Governing Council, October, 1950. 
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gram. This program will involve the 
loan of a considerable number of high 
caliber health experts to areas with 
severe but curable health problems and 
very deficient resources, particularly of 
personnel. Ali of these efforts in the 
field of international health involve not 
predominantly the use of American dol- 
lars and material resources but, more 
importantly, the utilization of trained 
and experienced men and women who 
are selected solely on the basis of their 
professional background and _ achieve- 
ments. This fact, together with the sad 
state of affairs of a severe and per- 
sistent shortage of trained man power 
in the health field in the United States, 
is highly significant and will be further 
brought out in this report. 

How then do the affairs of the Com- 
mittee on Professional Education during 
the past year relate themselves to these 
larger happenings and what progress can 
be reported? 

This is the first time I have the honor 
to speak to you as chairman of this com- 
mittee. William P. Shepard, M.D., who 
assumed the Chairmanship of the Com- 
mittee on Professional Education in 
1940, resigned because of his new honor 
as President-Elect of the American 
Public Health Association. His extraor- 
dinary record of leadership of the com- 
mittee during the past ten years was 
given due recognition in a statement 
which was adopted by the Executive 
Board and by the Committee on Profes- 
sional Education and was published in 
the American Journal of Public Health 
in July, 1950. 

Among Dr. Shepard’s greatest contri- 
butions were 13 new reports on educa- 
tional qualifications on 11 occupational 
groups published since 1940; his interest 
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and encouragement in the development 
of the Merit System Service; the accredi- 
tation of schools of public health and, 
more recently, the project for accredi- 
tation of field training areas; the estab- 
lishment of the Vocational Counseling 
and Placement Service; and the estab- 
lishment of the Board of Preventive 
Medicine and Public Health. Dr. Shep- 
ard also has shown untiring interest in 
the recruitment of public health workers, 
and it is hoped that in spite of all past 
difficulties the major project he visual- 
ized may yet become reality. 

Dr. Shepard, we know, will make im- 
portant use of the knowledge and ex- 
perience he acquired as Chairman of 
the Committee on Professional Educa- 
tion. Not only will he be President of 
the American Public Health Association 
for the next year, but he is also an active 
member of the Health Resources Advis- 
ory Committee of the National Security 
Resources Board. One of the most im- 
portant tasks of that committee in the 
present situation is to advise on the 
allocation of health personnel. Dr. Shep- 
ard’s judgment will be invaluable in 
this task. 

During the past year two members of 
the committee were reappointed for 
three year terms; namely, Hugo Muench, 
M.D., and Ella E. McNeil, R.N. In 
addition, two new members were ap- 
pointed to replace Wilson G. Smillie, 
M.D., and Huntington Williams, M.D., 
who had made valuable contributions to 
the committee but whose terms had ex- 
pired. The two new members are Ed- 
mund K. Kline, Dr.P.H., Director of 
Laboratories, Cattaraugus County De- 
partment of Health, and Dean F. Smiley, 
M.D., Secretary of the Association of 
American Medical Colleges. 

There is a great demand for the re- 
prints of various reports published by 
the Committee on Professional Educa- 
tion. During the past year 6,800 re- 
prints were distributed, and the number 
of committee publications circulated, in- 
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cluding Journal distribution, numbered 
97,000. This figure does not include 
the vocational literature for which there 
is considerable demand. Unfortunately 
the funds for the printing of vocational 
literature are limited, but one new 
pamphlet was developed and given very 
wide distribution this year—the career 
pamphlet, The Public Health Statis- 
tician. 

As in previous years the annual tabu- 
lation of degrees and certificates awarded 
during the past academic year is in 
preparation. The committee last year 
reviewed the desirability of continuing 
this project and was unanimous in its 
expression that this is a worth-while 
undertaking and that the material is 
extremely valuable in the form pre- 
sented. 

Because of the change in chairman- 
ship of the committee and resultant 
overlapping responsibilities, the Subcom- 
mittee on Personnel Administration was 
reorganized and its membership at the 
same time enlarged. The new Chairman 
of the Subcommittee on Personnel Ad- 
ministration is John W. R. Norton, 
M.D., who is the State Health Officer 
of North Carolina. 

The Subcommittee on Accreditation 
of Master’s Degrees in Health Education 
other than the M.P.H. was discharged. 
This type of accreditation is now well 
established and six of the accredited 
schools of public health award these 
degrees. The Subcommittees on Educa- 
tional Qualifications of Industrial Hy- 
gienists and of Dental Hygienists also 
have been discharged. 

Several new subcommittees have been 
appointed to revise reports on educa- 
tional qualifications which are in need 
of such revision. They include the Sub- 
committee on Education Qualifications 
of Public Health Dentists, under the 
chairmanship of Philip E. Blackerby, 
D.D.S., Dental Director of the W. K. 
Kellogg Foundation; the Subcommittee 
on Educational Qualifications of School 
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Physicians, under the chairmanship of 
Charles C. Wilson, M.D., Professor of 
Education and Public Health of Yale 
University; and the Subcommittee on 
Educational Qualifications of Public 
Health Engineers, under the chairman- 
ship of B. A. Poole, Director of the 
Bureau of Environmental Sanitation, 
Indiana State Board of Health. 

The Committee on Professional Edu- 
cation in May voted to publish four re- 
ports in proposed form in the American 
Journal of Public Health to give the 
readers an opportunity to submit their 
suggestions and criticisms. These re- 
ports which were published between June 
and August, 1950, and had undergone 
careful preparation, contain recom- 
mended Educational Qualifications of 
Public Health -Statisticians, Public 
Health Laboratory Workers, and Medi- 
cal Administrators of Specialized Health 
Activities (these represent complete re- 
visions of the previously published re- 
ports); and Educational Qualifications 
of Medical Social Workers in Public 
Health Programs, an entirely new report 
which was prepared by a subcommittee 
jointly appointed by the Committee on 
Professional Education and the Ameri- 
can Association of Medical Social 
Workers. The approval of these reports 
will be before the Governing Council on 
Wednesday, November 1. 

The Governing Council in previous 
years heard preliminary reports on one 
of these reports, the Educational Quali- 
fications of Medical Administrators of 
Specialized Health Activities. The 
thinking of the committee went through 
various phases, during which there was 
a varying amount of emphasis on train- 
ing in a specialty as opposed to train- 
ing in public health administration with- 
out emphasis on the clinical specialty. 
The proposed report as published re- 
veals the committee’s thinking to the 
effect that public health training should 
be the principal requirement but might 
be supplemented by a reasonable amount 


of clinical experience. This solution will 
make it less difficult to fill high grade 
administrative positions which hitherto 
frequently have remained unfilled or 
were filled with persons poorly qualified. 
This condition resulted because the 
basic clinical experience required for the 
position amounted to three to five years 
and the salaries did not correspond to 
these very high requirements. 

A committee which has made con- 
siderable progress during the past year 
is the Subcommittee on Educational 
Qualifications of Administrative Per- 
sonnel .(Non-medical) in Public Health 
Agencies. A report recently submitted 
by the subcommittee to the Committee 
on Professional Education has now been 
accepted for publication in proposed 
form in the American Journal of Public 
Health. 

The subcommittee which prepared the 
report is constituted of medical health 
officers and other public health medical 
administrators; persons from the field 
of hospital administration, medical care, 
and voluntary health agencies; the areas 
of budget and fiscal work, personnel ad- 
ministration, record and _ procedural 
activities; and from schools of public 
health and schools of public administra- 
tion. Each of these persons investi- 
gated in his own field the present types 
and numbers of positions and the pres- 
ent functions of non-medical adminis- 
trators; their potential role; the general 
views of some authorities in the field on 
the type of training these persons should 
receive; and the facilities for training 
now available. The recommendations of 
the subcommittee indicate that the need 
for non-medical administrative personnel 
is large and presumably will be an in- 
creasing one for time to come. The im- 
plications of the employment of a greater 
number of well trained non-medical 
administrators in the public health field 
are very important. They are closely 
related to the problem of allocation of 
health personnel in times of crisis; to 
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the continued discrepancy between de- 
mand and supply of medical man power 
even in noncritical times; the recognition 
that medically trained persons perform 
many duties not requiring medical judg- 
ment; the expansion of existing health 
facilities requiring more and more man 
power; and the fact that medical ad- 
ministrative positions in the public 
health field frequently have lacked at- 
traction because of the many routine 
duties involved which did not allow 
the full utilization of medical skills. 

Another report soon to be published 
in proposed form contains recommenda- 
tions on Educational Qualifications of 
Public Health Veterinarians, and thus 
takes account of the increasing impor- 
tance of that specialty for the public 
health field. Public health veterinarians 
have made important contributions not 
only to programs in this country but 
also to projects in the international 
health field. 

Each of the reports on educational 
qualifications prepared by the commit- 
tee, of which fifteen are in current use, 
combines the best thinking and repre- 
sents hard work and conscientious de- 
liberations by recognized authorities in 
each particular field. That these recom- 
mendations are built on solid ground is 
given full recognition by more and more 
agencies, individuals, and academic in- 
stitutions, and there are many instances 
where the selection of personnel and the 
specifications for certain positions con- 
form with the recommendations made 
by the committee. When one of the 
newer professional groups in the public 
health .field wishes to establish educa- 
tional requirements, this committee is 
generally approached for guidance and 
assistance. Where there are related pro- 
fessional agencies which might profitably 
codperate in these projects, such as the 
nursing group and medical social work 
group, the committee has invariably 
taken advantage of their special knowl- 
edge. 
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The Merit System Service looks back 
on a highly satisfying year. The use of 
the written examinations prepared by 
the Merit System Service for the selec- 
tion of workers shows a continuing in- 
crease. Between January 1 and June 
30, 1950, 385 examinations were de- 
livered to 27 states. This is in sharp 
contrast to the first six months of 1949 
when only 87 examinations were de- 
livered. Another evidence of the great 
increase in the use of this service is 
provided by the fact that almost one- 
half of the total number of examinations 
delivered since 1942 were delivered in 
the last fiscal year. 

Additional examinations were used by 
cities and counties, licensing or regis- 
tration agencies, schools of public health, 
schools of public health nursing or visit- 
ing nurse associations, the American 
Board of Preventive Medicine and Pub- 
lic Health, and the U.S. Public Health 
Service. The Service during the past 
year has used 66 examinations for the 
selection of staff officers. Recently a 
number of examinations were prepared 
for the selection of officers, particularly 
physicians, dentists, nurses, and sani- 
tarians, for overseas work. Thus, the 
Merit System Service is helping in the 
selection of health personnel for inter- 
national tasks as well. 

At the present time, 26 states, one 
state crippled children’s program, one 
county and two city health departments 
have contracts with the Merit System 
Service for the Annual Service Plan, as 
against 17 states and two county health 
departments last year at this time. The 
Merit System Service constantly is tak- 
ing account of the many areas which are 
becoming part of the public health field 
by including new specialties in its ex- 
amination program, such as industrial 
hygiene, hospital administration, psychi- 
atric social work, psychiatry, and psy- 
chology. 

This year the Executive Board ac- 
credited eleven schools of public health 
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on the basis of recommendations made 
by the Committee on Professional Edu- 
cation which is fortunate in having 
Professor C.-E. A. Winslow as its Con- 
sultant on Accreditation. Eleven insti- 
tutions are now accredited for the 
M.P.H. (D.P.H. in Canada), nine 
schools are accredited for the Dr. P.H., 
and six schools are accredited for the 
Master’s degree in public health educa- 
tion other than the M.P.H. (C.P.H. in 
Canada). The University of Pittsburgh 
Graduate School of Public Health was 
accredited for the first time for the cur- 
rent academic year. The committee may 
have to consider accreditation of a 
number of new institutions in the not 
too distant future, but it has not found 
it appropriate to make any formal state- 
ment regarding the desirability to estab- 
lish new schools. The failure of the bill 
for the Federal Aid to Education to pass 
Congress was a real blow to the schools 
in their efforts to train an adequate num- 
ber of health personnel for the various 
national and international tasks. 
During the past year a well defined 
project on accreditation of field training 
areas was started by the Committee on 
Professional Education with the finan- 
cial support of the W. K. Kellogg Foun- 
dation. The committee was fortunate 
in retaining Haven Emerson, M.D., as 
Consultant on Accreditation of Field 
Training Areas. The establishment of 
this project was preceded by a . ug- 
standing interest and by productive 
efforts of the Committee on Professional 
Education and its Subcommittee on 
Field Training. In 1947, the Governing 
Council approved the report of Field 
Training of Public Health Personnel. In 
the following year, with the expectation 
of the establishment of the American 
Board of Preventive Medicine and Pub- 
lic Health, standards for the accredi- 
tation of residency experience were 
drawn up which were subsequently 
adopted by the Specialty Board. Since 
December. 1949, representatives of the 


American Board of Preventive Medicine 
and Public Health, some of whom are 
also members of the Subcommittee on 
Field Training, have codperated with 
representatives of the Council on Medi- 
cal Education and Hospitals of the 
American Medical Association in devel- 
oping criteria for accrediting residency 
experience for public health physicians. 
These conferences have been carried out 
on a basis of mutual understanding, and 
the American Medical Association has 
been assured that the interest of the 
Committee on Professional Education 
in accreditation of field training areas 
for physicians is that of a codperating 
agency with the American Medical Asso- 
ciation and the American Board of 
Preventive Medicine and Public Health, 
and that the American Public Health 
Association has no intention to under- 
take an independent approval of medi- 
cal residencies. It is expected that the 
first list of approved residencies in pub- 
lic health will be published in 1951. 
Because of the need for accreditation 
of residency experience of the American 
Board of Preventive Medicine and Pub- 
lic Health, the project on accreditation 
of field training areas must aim its first 
concern at defining the requirements for 
residency experience of public health 
physicians. However, other groups such 
as public health educators will be con- 
sidered in due course. In April, a meet- 
ing under the auspices of the project on 
accreditation of field training areas was 
held in Ann Arbor which included repre- 
sentatives of all the different groups con- 
cerned with field training. The proce- 
dure in accrediting field training areas is 
through state health officers who have 
been asked for information on services 
and facilities available in their states. 
The committee feels that residency ex- 
perience under the auspices of a state 
health department might be the most 
satisfactory type since the state health 
department for the purpose of a well 
rounded training program could utilize 
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and combine all facilities available in 
the state. On the other hand, residency 
experience limited to a local area has the 
disadvantage that only the facilities in 
that particular area are available and 
that local health departments frequently 
are unstable in terms of quality and per- 
sonnel. However, in isolated instances 
a good local health department might 
be accredited in an otherwise poorly 
organized state. Applications have al- 
ready been received from ten states. In 
addition, it is expected that in the future 
field training programs other than those 
in state and local health departments, 
such as those organized under federal 
agencies, voluntary health organizations, 
and in industrial health services, will also 
be investigated. 

There is no doubt that the establish- 
ment of objective criteria and the actual 
process of accreditation of field training 
areas will encourage the various agencies 
to improve their standards of field train- 
ing and will guide them in improving 
the quality of training. Since a period 
of approved residency experience is a 
requirement for certification under the 
American Board of Preventive Medicine 
and Public Health, those states offering 
approved programs will be in a better 
position to attract promising young men 
and women. This in turn will encourage 
other states to improve their programs 
to the point where they will also be given 
approval. Such a development would 
follow the general pattern observed in 
the accreditation program of schools of 
public health which has done much to 
improve the quality of training. It should 
thus raise the standards of field train- 
ing and increase the number of field 
training opportunities. This should in 
turn raise the standards of performance 
of public health workers in the United 
States, of workers loaned by the United 
States to foreign countries, and of 
workers sent to the United States by 
countries abroad for training pur- 
poses. 
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The American Board of Preventive 
Medicine and Public Health, which was 
established with the close codperation 
of the Committee on Professional Educa- 
tion, and which uses the examinations 
prepared by the Merit System Service 
and which has asked the committee to 
help with standards for field training, 
has had many applications in its second 
year of operation. Since the last Annual 
Meeting, it has held one examination 
in Chicago in February and one on the 
West Coast in May. There are already 
many instances in which persons certi- 


fied by the Board have been given special 


recognition by agencies inside and out- 
side the public health field. To date 
more than 1,350 physicians have ap- 
plied for certification and 859 have been 
certified. 

The U. S. Public Health Service con- 
tinues to compile studies of salaries of 
local and state public health workers at 
the request of the committee, and these 
studies are of great value in determining 
salary trends during the past few vears. 
The 1950 study of salaries of local pub- 
lic health workers reveals that the in- 
crease in the past year in the median 
salary intervals for local health officers 
and sanitary engineers was $600, while 
for sanitarians and health educators the 
increase was $200, and for supervising 
and staff level nurses, $100. The median 
salary interval for laboratory workers 
remained the same. These studies are 
being carried out by the U.S. Public 
Health Service with the codperation of 
the Subcommittee on Salary Study and 
the Association of State and Territorial 
Health Officers. Originally, the initia- 
tive came from the Subcommittee on 
Salary Study. There is no doubt that 
the salary recommendations for physi- 
cians, suggested by the subcommittee 
and approved by the Executive Board 
in 1947, did much to support the de- 
mands for salary increases made by 
workers in public health agencies. The 
subcommittee has been considering 
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salary recommendations for other pro- 
fessional groups and is desirous of bring- 
ing these various recommendations into 
their proper relationship. The Subcom- 
mittee on Salary Study has taken an ac- 
tive part in making Clearing House on 
Public Health Salary Information and 
Personnel Needs a useful section of the 
American Journal of Public Health, and 
some excellent objective statements have 
been published during the past year. 

A research project originally proposed 
by the Subcommittee on Salary Study 
is now being undertaken by the Depart- 
ment of Public Health, the Yale Uni- 
versity School of Medicine, with the 
continued interest and codperation of the 
Subcommittee on Salary Study and the 
National Organization for Public Health 
Nursing, and with financial aid from the 
U.S. Public Health Service. The project 
consists of the study of state and local 
public health personnel and positions 
related to present and desirable admin- 
istrative practice. It should result in a 
clear definition of the needs to improve 
administration and program planning of 
health services through a more efficient 
utilization of professional and technical 
public health workers. The application of 
the study findings should help to de- 
crease somewhat the handicap to health 
services and developing health programs 
resulting from the persistent shortage of 
qualified workers. It should assist 
health agencies in selecting and recruit- 
ing suitably trained workers, in retaining 
competent workers, in planning educa- 
tional and training programs, and in 
developing more adequate and uniform 
job specifications, classification systems, 
and recommended qualification require- 
ments for public health workers. 

This project thus relates itself to many 
of the problems and projects of the 
Committee on Professional Education, 
some of which were mentioned in this 
report. Not the least of these, which 
has not been touched upon as yet but 
around which several previous chair- 


men’s reports centered, is that of recruit- 
ment. 

Dr. Shepard in his report to the Gov- 
erning Council one year ago very aptly 
described the seriousness of the shortage 
of trained personnel and outlined a re- 
cruitment project under the sponsorship 
of the American Public Health Associa- 
tion which was approved by the Asso- 
ciation of State and Territorial Health 
Officers, by the Committee on Profes- 
sional Education, and the Executive 
Board. Such an effort was in line with 
a resolution of the Governing Council at 
the 1948 Annual Meeting in which the 
American Public Health Association was 
authorized to seek sufficient funds from 
all available sources to plan a recruit- 
ment program and place it on a sound 
basis. 

At the last Annual Meeting, it 
was hoped that on the strength of the 
resolution and support of the Association 
of State and Territorial Health Officers, 
the federal agencies would be able to 
find ways and means to withhold grants- 
in-aid funds for the purpose of recruit- 
ment. However, it has not been possible 
to find a legal basis for such withholding 
of funds. The American Public Health 
Association therefore offered contracts to 
the states, similar to the contracts of- 
fered by the Merit System Service under 
the Annual Service Plan. Mostly be- 
cause of difficulties of having such funds 
approved by the fiscal authorities in the 
various states, it has not as yet been 
possible to launch this project for which 
contracts have been obtained from only 
four states and one territory. Four 
other states and one territory have indi- 
cated interest, while declinations have 
been received from twenty-seven states, 
with no response at all from eleven 
states. The President of the Association 
of State and Territorial Health Officers 
was notified of the state of affairs and 
urged to review the situation with his 
Executive Committee since the American 
Public Health Association estimates 
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that a minimum of fifteen states at 
$4,000 each per year would have to 
sign up in order to start the project. In 
the meantime, the American Public 
Health Association continues to do what 
it can with the staff already available 
and its basic budget, mostly within the 
framework of its Vocational Counseling 
and Placement Service and the distribu- 
tion of whatever vocational literature’ is 
available. 

The Vocational Counseling and Place- 
ment Service is an active service requir- 
ing regular and persistent efforts. Coun- 
seling forms an important part of the 
service, both by interviews and by mail. 
The records maintained by the Service 
both of available candidates and open- 
ings reveal the serious shortage of med- 
ical personnel. At the last count, there 
were 32 medical candidates but 245 med- 
ical openings. At the same time, there 
were 23 engineering candidates and 41 
engineering openings. 


At the outset of this report, it was 
pointed out that the United States has 
extended efforts in behalf of improve- 
ment of the international health picture 
as a part of the share of responsibility 
of the American people in making this 
a better world. It was also pointed out 
that these international health programs 
involve the loan of a considerable num- 
ber of high caliber health experts to 
areas which are even more deficient in 
their resources of personnel than the 
United States. While such efforts cer- 
tainly must have priority in the present 
world situation, the depletion of per- 
sonnel resources in the United States 
resulting from such programs brings re- 
cruitment as a Number One priority into 
the foreground even more than in pre- 
vious years. 

Leroy E. Burney, M.D., 
State Board of Health, 
Indianapolis, Ind., 
Chairman 


Research and Standards 


” all too often carries 
with it the sense of something 
recondite, cold, and passionless. It does 
not, to the public health practitioner, 
conjure up the drama of a public meet- 
ing as a result of which, by carefully 
prepared plans and skillfully executed 
leadership, a community launches a full- 
scale, modern public health program. 
Neither does it raise the vision of the 
harried epidemiologist fiercely struggling 
to solve the latest “crime club” com- 
municable disease killer—or his hour of 
triumph when he uncovers the villain. 
The term is something that seems far 
removed from Joe Doaks and Jane 
Dakes. 

Charles Kettering is reported to have 
said, “ Research is a high hat word that 
scares a lot of people. It needn’t. It is 
rather simple. Essentially it is nothing 
but a state of mind—a friendly welcom- 
ing attitude toward change. Going out 
to look for a change instead of waiting 
for it to come. 

“ Research for the practical man is an 
effort to do things better and not to be 
caught asleep at the switch. The re- 
search state of mind can apply to any- 
thing-—personal affairs, or any kind of 
business, big or little. 

“Tt is the problem-solving mind as 
contrasted with the let-well-enough-alone 
mind. It is the composer mind instead 
of the fiddler mind. It is the ‘ tomorrow’ 
mind instead of the ‘ yesterday’ mind.” 

And I would add the mind that tests 
the validity of its observations by the 
scientific method rather than imposing 
them by the voice of authority. And 
recognizes that change is not necessarily 
progress. 


* Report of the Chairman to the Governing Council, 
October 30, 1950. 


As I terminate these four years as 
chairman of the Committee on Research 
and Standards and six years as a mem- 
ber, I leave with you the definition of 
Dr. Kettering. I do this because the 
aim of the committee has been to develop 
among the different groups of the Asso- 
ciation this “ friendly welcoming attitude 
toward a state of change ” and to awaken 
a realization that even in small health 
departments and in routine actions “ the 
research state of mind can apply to any- 
thing.” The committee accepts the thesis 
that the goal of research in public health 
should be to bring the fruits of public 
health right down to the man on the 
street; and to bring to the everyday 
problems in all branches of public health 
the use of scientific methods and knowl- 
edge, rather than sacrificing these scien- 
tific tools on the high altar of adminis- 
trative expediency or to the Baalism of 
sociological double talk. The committee 
on several occasions has urged each of 
the Sections to look to its fences, 
to encourage each public health worker 
to develop that “composer” rather 
than to be satisfied with the “ fiddler ” 
state of mind. 

And so it is a pleasure and a source of 
satisfaction to commence this report of 
the activities of the committee with a 
review of the work of the Subcommittee 
on the Hygiene of Housing. This com- 
mittee, in its 13th year of active par- 
ticipation in research and the develop- 
ment of standards, can look with pride 
to a rounding out of the first task set for 
it. The list of publications of this commit- 
tee—and the publications are only a poor 
effort to record in black and white, the 
thinking, study, and field work done— 
has been added to year by year. We re- 
ported in 1939 the publication of Basic 
Principles of Healthful Housing. This 
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was followed in 1941 with Housing for 
Health. After a lapse of four years we 
told you of the first of a proposed three 
volume set, An Appraisal Method for 
Measuring the Quality of Housing. The 
next year we were also able to report 
publication of the second volume. This 
year we advise you that the set has been 
completed with the publication of Vol- 
ume 3, Appraisal of Neighborhood En- 
vironments. 

A companion set, Standards for 
Healthful Housing, was started in 1948 
when Planning the Neighborhood was 
published. We are happy to tell you of 
a more recent volume in the set, Plan- 
ning the Home for Occupancy, published 
this year. C.-E. A. Winslow, Dr.P.H., 
chairman of the subcommittee, says of 
this recent report, “(It) deals with the 
problem of space requirements—a factor 
fundamental to human health and com- 
fort but shockingly violated in much 
recent home construction. We have, for 
the first time worked out the basic floor- 
space requirements for decent family 
living on the basis of essential furnish- 
ings, storage space and circulation space 
for ten specific functions which must be 
performed in the home. This report has 
aroused surprising interest in both the 
professional and lay press.” 

The third and last volume of this set, 
Construction and Equipment of the 
Home, is in the print shop now and 
should be in the book stalls early next 
year. The committee is also preparing 
a suggested housing code which we hope 
will be in final shape by this time next 
year. Finally, the staff secretary of the 
committee, Mrs. J. H. Watkins, has been 
making a study of the very important 
problem of housing for the aged and 
infirm. We are happy to announce that 
she is now in Europe on a WHO fellow- 
ship to study the notable progress which 
has been made in this field in England, 
Holland, Sweden, and Denmark. 

Even with a curtailed budget the sub- 
committee is able to continue its high 
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grade accomplishments, thanks to the 
inspiring leadership of its chairman, the 
generous contribution of time and energy 
of the committee members, and the 
loyalty of the two man staff (one of 
whom is a woman). Once again we ex- 
press our thanks, also, to the Milbank 
Memorial Fund for its loyal financial 
support of the committee. 

Here is an exemplification of my early 
comments. The work of the Subcom- 
mittee on the Hygiene of Housing is 
based on research, but it has not been 
hidden away in the dust and mustiness 
of a malodorous laboratory room. It is 
not cloaked in the vernacular of the 
“ivory tower.” Its laboratory is the 
community. It is research that is having 
today direct bearing on the health and 
happiness of people all over the country. 
The U. S. Public Health Service has 
picked up the Appraisal Method and is 
conducting classes in Syracuse and At- 
lanta to train health department engi- 
neers how to use this objective measuring 
stick of the quality of housing—so that 
the benefits of this method can be car- 
ried even closer to the lives of all of us. 

We are always happy to report on the 
progress of the public health best seller 
—The Control of Communicable Dis- 
eases in Man, prepared by the Subcom- 
mittee on Communicable Disease Con- 
trol. This seventh edition, even as all six 
editions preceding it, was prepared by 
the subcommittee under the chairman- 
ship of Haven Emerson, M.D. Here too, 
we find results of scientific research and 
study brought down to Mr. Average 
Citizen. There probably is no other vol- 
ume in the public health field of such 
wide use which comprises so well the best 
of scientific knowledge adapted for ad- 
ministrative use. It becomes a treasure of 
concise information for all persons con- 
cerned with official public health activi- 
ties. It is also used by nurses-in-training 
and by school teachers. Appreciable 
numbers find their way into the hands 
of the general public. 
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We speak again of the broad scope of 
participation in the preparation of this 
report. Although the subcommittee 
served as the nucleus of the preparing 
group, it was aided by representation 
from the Department of National De- 
fense, the American Academy of Pediat- 
rics, the Pan American Sanitary Bureau, 
the Ministry of Health of Great Britain, 
and the World Health Organization. It 
has been made official by the U. S. Pub- 
lic Health Service. It has been accepted 
in principle by the U. S. Army, Navy, 
and Air Force, and by the Ministry of 
Health for England and Wales, and the 
Department of Health for Scotland. The 
Pan American Sanitary Bureau has 
translated the volume into Spanish and 
is preparing a translation into Portu- 
guese. Although we fight shy of figures 
in these reports, we cannot avoid express- 
ing our amazement over the sales of this 
volume. Since early 1950, 92,429 vol- 
umes have been sold. 

Do you feel certain that you know the 
current status of air sterilization? The 
Subcommittee on Air Sanitation is not 
looking from the heights of an ivory 
tower in evaluating for you and many 
others the situation in that field. As you 
know from previous reports, this com- 
mittee was organized to provide in the 
Association one group that would have 
interests in all phases of air sanitation. 
Alexander D. Langmuir, M.D., and his 
committee consolidate those interests as 
is shown by the topics discussed at a 
session of the Annual Meeting in New 
York, sponsored by the subcommittee. 
Members of the committee have volun- 
teered to testify as individuals in sup- 
port of the efforts of the Food and Drug 
Administration to regulate the sale of 
devices for controlling air-borne infec- 
tion by the use of ultra-violet irradiation 
or triethylene glycol. The committee also 
prepared a resolution calling for wider 
dissemination of knowledge on means 
for defense against biological warfare. 
This resolution was accepted by the 


Committee on Research and Standards, 
adopted by the Executive Board, and 
forwarded to the appropriate federal 
officials for action deemed appropriate. 

The committee has several general 
subjects under consideration for further 
study. Among these is the preparation 
of a statement of a non-technical nature 
on air sanitation. The committee hopes 
that one of the popular magazines will 
publish the article. Another subject 
concerns the relationship of air sanita- 
tion to biological warfare. 

As you know, the Association and the 
Illuminating Engineering Society have 
had a joint committee since 1947, organ- 
ized for the purpose of exploring needed 
research in the general field of illumina- 
tion. Even though budgetary restrictions 
limited the committee in its activities, 
Leonard Greenburg, M.D., Chairman of 
the A.P.H.A. representatives, reports 
some important accomplishments in 
1950. The committee was able to give 
valuable guidance in the preparation of 
recommendations of illumination levels 
to be included in the volume, Construc- 
tion and Equipment of the Home, being 
prepared by the Subcommittee on the 
Hygiene of Housing. Through one of its 
members it is preparing a semi-technical 
discussion of certain instruments used 
in determining illumination needed for 
various tasks under differing conditions. 
The joint committee is exploring the 
possibility of field studies to compare 
industrial illumination levels as recom- 
mended by the IES with conditions 
found under actual operations. Two 
groups of lady garment workers, with 
medical services readily available, are 
being considered as the subjects of the 
study. The studies may include certain 
medical investigations into the physio- 
logical effects of illumination. 

Undoubtedly, the largest single ac- 
tivity of this committee is that of the 
Coérdinating Committee on Laboratory 
Methods. CCLM, as we call it, with 
Friend Lee Mickle, Sc.D., as chairman, 
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has been consolidating all work dealing 
with laboratory methods that may be 
presented for approval by the Committee 
on Research and Standards and adoption 
by the Governing Council as an Associa- 
tion report. Operating under the CCLM 
guidance are nine separate subcommit- 
tees, each active in a specific area of 
laboratory methods, each important in 
its own right. Four of these committees 
already have publications well accepted 
in their specialty field. The oldest is 
the Subcommittee on Standard Methods 
for the Examination of Water and Sew- 
age. F. Wellington Gilcreas is the chair- 
man of this committee which has been 
working on a revision of the 9th edition 
of Standard Methods for the Examina- 
tion of Water and Sewage. The 10th 
edition will be published jointly by the 
Federation of Sewage Works Associa- 
tions, the American Water Works Asso- 
ciation, and the A.P.H.A. We are unable 
to state with any assurance a publica- 
tion date for the 10th edition, but it is 
unlikely that it will appear before early 
1952. 

Once again the A.P.H.A. has the re- 
sponsibility for preparing the bacterio- 
logical methods for the new edition. Mr. 
Gilcreas says that present plans call for 
inclusion of methods for the differentia- 
tion of coliform group microdrganisms 
and detection of “nuisance organisms” 
such as sulfur-reducing bacteria and 
slime bacteria. Nine laboratories have 
codperated with the committee in study- 
ing the effects of unrefrigerated storage 
for 24 hours of water samples intended 
for bacteriological examination. 

Another old-timer in the laboratory 
methods field is the Subcommittee on 
Standard Methods for the Examination 
of Dairy Products. A. H. Robertson, 
Ph.D., is the chairman. An immediate 
revision of Standard Methods for the 
Examination of Dairy Products is not 
contemplated, but the committee has 
been active investigating various aspects 
of the laboratory methods. Several 
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studies have been carried on to de- 
termine the superiority of various culture 
media; investigations into phosphatase 
tests continue; new specifications for 
bacteriological transfer pipettes have 
been prepared and accepted by industry; 
some studies on new types of stains have 
been started; and sediment standards 
are being reviewed. 

We remind you that the complete re- 
port, Standard Methods for the Exami- 
nation of Dairy Products, has been 
broken down into two smaller volumes 
to meet the needs of laboratory workers 
who may not need the entire volume. 
One of these is a separate printing of 
the second chapter, “ Microbiological 
Methods”; the other is an outline of 
the second chapter. 

Both Standard Methods committees 
will sponsor special sessions to be held 
on Wednesday morning during this An- 
nual Meeting. 

The newest baby in our family of 
publications is the third edition of Diag- 
nostic Procedures and Reagents. So new 
is this publication that Ralph S. Muck- 
enfuss, M.D., chairman of the Subcom- 
mittee on Diagnostic Procedures and 
Reagents, reminds me that many of you 
have not seen it yet. The edition repre- 
sents a complete revision of the previous 
edition with several notable additions. 
The colored plates illustrating the chap- 
ter on malaria parasites is a distinct 
improvement over the previous black 
and white plates. The chapters on Rh 
testing, leptospira infections, and anti- 
microbial assays, all newly covered sub- 
jects, illustrate some of the valuable 
changes incorporated in the 3rd edition. 

The fourth publication of laboratory 
methods is the Diagnostic Procedures for 
Virus and Rickettsial Diseases. The 
Subcommittee on Virus and Rickettsial 
Diseases, Thomas Francis, Jr., M.D., 
chairman, will meet during the Annual 
Meeting to discuss the need for a revi- 
sion of the volume. Even though the 
manual was published in 1948 the 
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changes in these procedures are so 
numerous and frequent that it is likely 
that the committee will decide that a 
revision is called for. 

Other subcommittees are preparing 
their material for publication. James 
Gibbard, chairman of the Subcommittee 
on the Laboratory Examination of Shell- 
fish, reports that his committee is work- 
ing hard toward a laboratory manual 
that will deal with all phases of the 
shellfish problem. It will be more than a 
limited laboratory methods volume in 
that it will include discussion of the 
life history, culture, peculiarities, and 
other pertinent characteristics of the 
shellfish and the shellfish industry. Close 
relationships between this and the Engi- 
neering Section Committee on Shellfish 
is maintained to give each the advantage 
of plans and thinking of the other. There 
is no specific date in mind when publica- 
tion might be expected. 

The Subcommittee on the Microbio- 
logical Examination of Foods, Harry E. 
Goresline, Ph.D., chairman, is another 
committee working toward a publication. 
Several reports published during the past 
few years and dealing with specific types 
of foods are being used as the basis for a 
laboratory manual that will cover tech- 
nics of examination for all foods with 
the exception of dairy products. Most 
of the chapters that will comprise the 
volume are ready now for consideration 
by the committee before submission to 
the Codrdinating Committee on Labora- 
tory Methods for further review. Details 
of publication will probably be one of 
the topics discussed by the Coordinating 
Committee during its meeting on Wed- 
nesday evening. 

John F. Mahoney, M.D., chairman of 
the Subcommittee To Develop Reference 
Methods for Syphilis Serology, reports 
good progress for the committee. Agree- 
ment has been reached on a microfloccu- 
lation test that will use an antigen com- 
posed of cardiolipin, lecithin, and 
cholesterol. The test will be performed 


on a paraffin-ringed slide similar to the 
present Kline test. The method has 
been developed to permit a quantitative 
measurement also. 

The next task before the committee is 
a Clinical study to determine the optimal 
level of reactivity for the test method. 
This will mean the development of an 
extended clinical program, an activity 
the committee is concentrating on now. 

It is not very often that we are able 
to report that someone has traveled 
overseas as a result of membership or 
activity on one of the committees of 
R & S. This year, though, we can report 
two such instances. We have told you 
already about Mrs. Watkins’s trip to 
Europe to study housing. The other 
person is Philip R. Edwards, Ph.D., who 
was able to represent the Association and 
the Subcommittee on Enteric Phage 
Typing at the Fifth International Con- 
gress for Microbiology in Rio de Janeiro. 
The trip was made possible through the 
coéperation of the Pan American Sani- 
tary Bureau. 

There are other exciting items in the 
report of the committee’s activities pre- 
pared by its chairman, Pearl L. Kend- 
rick, Sc.D. Regional centers for S. 
typhosa bacteriophage typing have been 
established in 14 laboratories in the 
United States. This means that a typing 
center is readily available to any part of 
the United States, including Hawaii and 
the Pacific Area. A list of the regions 
with the location of each typing center 
was published in the Public Health 
Laboratory, July, 1950, page 891. Estab- 
lishment of the centers was made pos- 
sible by the codperative efforts of the 
Enteric Bacteriology Laboratory, Com- 
municable Disease Center, U.S.P.H.S.; 
the Conference of State and Provincial 
Public Health Laboratories; and the 
Subcommittee on Enteric Phage Typing. 

The committee has also been instru- 
mental in the distribution of standard 
typing materials to each regional center. 
The original materials came from the: 
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International Center for Enteric Phage 
Typing in London and were distributed 
through the National Center in Atlanta. 
Beginning in 1949, the National Center 
has prepared its own typing phages so 
that this country is no longer dependent 
upon foreign sources. 

In July, 1950, the committee prepared 
and distributed a manual, Procedure for 
Differentiating Bacteriophage Types of 
Salmonella typhosa. The manual has 
been presented for study and comment. 

That tells some of the more important 
activities of the Coordinating Committee 
on Laboratory Methods and its subcom- 
mittees. 

A relatively new activity for this com- 
mittee, but one of several years duration 
for the Association, is the work of the 
Subcommittee on Pertussis with Pearl L. 
Kendrick, Sc.D., chairman. This com- 
mittee formerly functioned under the 
Committee on Administrative Practice. 
Having completed its studies on adminis- 
trative features of pertussis immuniza- 
tion, it has been transferred to the 
Committee on Research and Standards 
where it is continuing research on the 
production of pertussis vaccines. Par- 
ticular attention was given this year to 
determining the effect on immunization 
of the addition of parapertussis organ- 
isms to vaccines. The experiments were 
conducted on mice. The stability of 
pertussis vaccine has also been studied. 
These studies indicate that vaccine that 
had been in storage for 4 years did not 
lose any appreciable amount of its pro- 
tective properties. Both liquid suspension 
stored in a cold room and dried material 
stored at room temperature were used. 
The protective value of individual 
strains of organisms was also explored. 

Funds for the studies this year again 
were provided by 10 codperating com- 
mercial biological manufacturers. 

The Committee on Research and 
Standards has under way two special 
studies conducted by referees. One of 


these, the care of communicable diseases 
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in general hospitals, has importance to 
all hospital planners and administrators. 
Alfred L. Burgdorf, M.D., the referee, 
has submitted one report on the subject, 
published in the October, 1949, Ameri- 
can Journal of Public Health. Some 
comments have been received. An ad hoc 
committee, including representatives of 
national organizations interested in the 
subject, is being formed for the prepara- 
tion of a comprehensive report. 

The other study is equally important 
to Tom, Dick, and Harry. You have 
asked us to study for you the desirability 
of adding fluorides to drinking water as 
a means of preventing tooth decay. 
William W. Frye, M.D., with the assist- 
ance of H. Trendley Dean, D.D.S., has 
been our referee on the subject. The 
referees are not yet ready to submit a 
final report. Preliminary indications of 
evidence available point to a definite 
decrease in the occurrence of caries in 
children who have drunk water contain- 
ing approximately 1 p.p.m. of fluorine. 
We may have a definite report on this 
subject next year. 

In previous reports the committee has 
emphasized its interest in bringing 
together representatives of different dis- 
ciplines and sections for the effective 
furtherance of research upon problems 
of common interest and its efforts to 
review the status of accomplishment in 
certain fields of active research. But, in 
addition, there is great need for thought- 
ful survey of the field of public health 
so as to indicate areas in which research 
needs more effective support and stimu- 
lation. They may be problems which 
have been allowed to suffer from the 
lack of patience required to bring them 
to complete fruition; those which have 
remained too long in the talking stage; 
those which have gained acceptance but 
for which the evidence is slight; or those 
for which the pattern of study has not 
yet clearly emerged. Your committee 
has, therefore, undertaken to expand its 
scope to consideration of research needs 
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of the Association as a whole, the results 
of which will, I hope, reveal themselves 
in future activities and reports. Through 
them the concept of scientific research 
as a necessary basis for development can 
be continuously brought to the attention 
of all branches of public health. There 
is no substitute for controlled testing of 
the hypothesis. 

This is an era in which standards 
seem to shift rapidly. The standards of 
health and living have improved, while 
the gold standard has slipped. The field 
of public health is progressively enlarg- 
ing its demands for authority into areas 
which reach far into the complex field 
of social welfare. Some consideration 
must be given, therefore, to the possi- 
bility that the measurement of its 
progress may be confused with altera- 
tions in the coefficient of expansion. In 
the enthusiasm over the social aspects 
of public health, care must be taken not 
to accept unreservedly conclusions drawn 
from uncontrolled observations, as is so 
commonly the case in the so-called 
social sciences. 


69 


I take this opportunity, then, to rec- 
ommend to your attention the critical 
iutegrity and objectivity with which 
standards have been established through- 
out the history of the Committee on 
Research and Standards. It has been a 
continued education and a great privilege 
for me to have been permitted that asso- 
ciation. 

That, ladies and gentlemen, is a brief 
survey of what your Committee on Re- 
search and Standards has been doing. 
It represents the time and work of many 
willing and able persons. The_activities 
of 17 different committees have made 
this accomplishment possible. Almost 
200 different people have served in one 
capacity or another. It is a pleasure to 
express my appreciation of the staff of 
the Association for their constant help 
and especially to Francis B. Elder to 
whom much of the credit for the prepa- 
ration of this report is due. 


THoMAS FRANCIS, JR., M.D. 
University of Michigan, 
Ann Arbor, Mich., Chairman 
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Sanitation” 


Committee on Administrative Practice 


HE Study Committee on Sanitation 

was created in 1940 at the request 
of Dr. W. Frank Walker to “review all 
of the items referring to sanitation in 
the Appraisal Form and make sugges- 
tions for its improvement in this re- 
gard.” The committee is a working 
group of the Subcommittee on State and 
Local Health Administration under the 
Committee on Administrative Practice. 

The Study Committee has served to 
advise regarding items for evaluation 
since its appointment. It was the belief 
of the group that there was need for a 
detailed schedule dealing with sanitation 
only, and in 1947 a draft of the Sanita- 
tion Evaluation Schedule was completed 
and given field trial. In 1948, the 
Schedule was revised and made generally 
available for experimental use and a 
guide to accompany the Schedule was 
prepared. 

It was the plan of the committee that 
no further changes would be made in 
this Schedule for at least three years, 
during which time the Schedule would 
be applied in selected communities, re- 
sults analyzed, and the suggested 
methods of grading tested. It was the 
hope of the committee that, as a result 
of these analyses, the Schedule could be 
improved and released as an official 
document of the Committee on Adminis- 
trative Practice. 


After ten years of work, the Study 
Committee has reviewed its responsi- 
bilities which are restated here as 
follows: 


1. Consultant to Subcommittee on State and 
Local Health Administration, Committee on 
Administrative Practice, in a continuous review 


of the sanitation items of the Evaluation 
Schedule for Community Health Services. 

2. Develop and apply a Sanitation Evalua- 
tion Schedule for Health Services, and develop 
and apply material that will improve the 
Schedule as a measuring device for health 
services in environmental sanitation. 


As objectives which are foreseen for 
the use of a Sanitation Evaluation 
Schedule, the committee visualizes the 
following: 


1.To provide a more tangible basis for the 
administration and supervision of local sani- 
tation programs, the evaluation of sanitation 
needs, the measurement of the effectiveness of 
those services in operation, and the measure- 
ment of accomplishments. 

2.To accumulate sufficient data from which 
can be deduced reasonable estimates of the 
number of personnel required for various 
activities. 

3. To stimulate the preparation of additional 
rating devices for specific sanitation activities. 

4.To foster the development of sanitation 
record systems which will be more complete 
and will facilitate evaluation. 

5. To obtain a reservoir of material to permit 
the establishment and revision of technical 
standards. 

6.To show the need for and create the de- 
sire for professional workers in environmental 
sanitation. 


The committee has been fortunate 
in working continuously under the lead- 
ership of Harold A. Whittaker who has 
served as chairman of the group since 
its appointment. For varying periods, 
the following have served as members of 
the committee: Herbert Dunsmore, 
A. H. Fletcher, Leslie Frank, William T. 
Ingram, H. A. Kroeze, C.E., Erminie C. 
Lacey, Gardner Legg, Jr., Arthur P. 
Miller, C.E., and Roy J. Morton. Over 
the years the group has had the benefit 
of wise counsel from Carl E. Buck. 


* Progress Report of Study Committee on Sanitation, Subcommittee on State and Local Health Administration. 


Organized 1940. 
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Dr.P.H., Roscoe P. Kandle, M.D., Ira 
V. Hiscock, Sc.D., George T. Palmer, 
Dr.P.H., and W. Frank Walker, Dr.P.H. 

The maximum usefulness of the 
Schedule depends upon the study and 
analysis of a large number of completed 


schedules. For this reason, it is urged 
that local health departments make a 
special effort to complete the Sanitation 
Evaluation Schedule and submit it to the 
American Public Health Association for 
study and analysis. 
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Agar Plate Method: Progress Report on 


Media Comparisons" 


Committee on Research and Standards 


VER since the American Public 
Health Association recognized Dif- 
co’s Tryptone Glucose Extract (Milk) 
Agar (TGEM) as the official plating 
medium, effective on July 1, 1939, there 
have been repeated complaints about 
particulate separation (some undissolved 
portions from powdered skim milk when 
used, but more often of the progressively 
flocculating masses of skim milk in the 
melted medium) and the mistaken col- 
ony identification of the particles. Even 
when the skim milk is uniformly dis- 
tributed, the medium has a slightly 
cloudy appearance. In addition, there 
often was the inconvenience of locating 
a suitable skim milk source or of re- 
hydrating skim milk powders and the 
nuisance of weighing or measuring out 
the quantities needed. The A.P.H.A. 
committee was responsible for the de- 
cision to authorize the addition of 1 per 
cent of skim milk to the medium. Be- 
cause the Agar Plate Count was not 
appreciably reduced by its absence, some 
laboratories have deliberately omitted 
it from the medium. 

At the Boston meeting of the A.P.H.A. 
in 1948, Leon Buchbinder, Ph.D., di- 
rected attention (1) to milk-free plating 
media with colony productivities nearly 
equal to that of the TGEM medium, and 
(2) to a realization that the magnitude 
of the colony counts could be adjusted 
slightly by small variations in the com- 
position of a medium. 

The Boston report precipitated a 


*Report of the Committee on Standard Methods for 
the Examination of Dairy Products. Presented to the 
Coérdinating Committee on Laboratory Methods 
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study in 1949 under the auspices of the 
International Association of Milk and 
Food Sanitarians (IAMFS), results of 
which were reported by Luther Black, 
Ph.D., at their 1950 Atlantic City meet- 
ings. On February 1, 1950, a summa- 
rized record of the IAMFS studies was 
given to Difco Laboratories, Inc., and 
to Baltimore Biological Laboratories, 
Inc., by a subcommittee including Luther 
A. Black, Ph.D., Leon Buchbinder, 
Ph.D., and A. H. Robertson, Ph.D., with 
C. A. Abele, Ch.E., and Samuel R. 
Damon, Ph.D., absent. Among the six 
media compared were Difco’s dehy- 
drated TGEM (used as a_ reference 
base), BBL’s TGEM substitute, a simple 
milk-free Difco substitute, a simple BBL 
milk-free substitute, a complex Difco 
milk-free substitute, and a complex 
BBL milk-free substitute. Determina- 
tions on the relative productivity of the 
media in both this study and the former 
one reported by Leon Buchbinder, 
Ph.D., in 1948 were analyzed by Vivian 
Pessin, Statistician in the New York City 
Department of Health. Based upon 
averages in the 1949 comparisons, the 
committee could not escape the con- 
clusion that the results obtained on the 
BBL TGEM substitute were practically 
indistinguishable from those obtained 
on the currently recognized Difco 
TGEM medium. The results on the re- 
maining four media varied more widely 
from the reference standard. 

Before initiating any recommenda- 
tions, the committee conducted another 
comparison in 1950 under the auspices 
of our A.P.H.A. committee. The results 
of the plate counts so obtained from 17 
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collaborating laboratories confirm the 
observations reported above relative to 
the BBL TGEM substitute medium. For 
this reason, the committee is now recom- 
mending to the appropriate committees 
in the A.P.H.A. that authorization be 
granted for the optional use of either 
Difco’s Tryptone Glucose Extract 
(Milk) Agar, Dehydrated, No. B2, as 
listed on pages 45—47 of their 1948 cata- 
logue, or of BBL’s Trypticase Glucose 
Extract (Milk) Agar, Dehydrated, No. 
183, as listed on pages 76-77 of their 
1950 catalogue, as standard A.P.H.A. 
plating media for the Agar Plate 
Method. 

In addition to the two media identi- 
fied above, the A.P.H.A. comparisons 
included portions of a single batch of 
medium, prepared in one laboratory from 
the separate TGEM ingredients supplied 
by Difco, Inc. The fourth was a Difco 
milk-free medium, dehydrated, the com- 
position of which was identical to that 
in the IAMFS studies. The fifth was a 
BBL milk-free medium, the composition 
of which differed appreciably from that 
used in either of their two milk-free 
media in the IAMFS studies. The sixth 
was a synthetic medium consisting of 
18 amino acids, 8 vitamins, 3 purine 
bases, 2 pyrimidine bases, potassium 
acid phosphate, magnesium sulphate, 
glucose, and agar, prepared under the 
auspices of BBL, Inc. 

The introduction of a synthetic me- 
dium is aimed to establish a reproducible 
reference standard by which the produc- 
tivities of all candidate media may be 
compared. It was surprising to discover 
that plate counts on the synthetic 
medium after 4 days incubation aver- 
aged essentially 95 per cent of those 
obtained on Difco’s dehydrated TGEM 
agar. Earle K. Borman is now organ- 
izing some independent investigations 
to determine whether or not official 
recognition of a synthetic reference 
medium should be recommended. Most 
synthetic media previously proposed 


have been designed to be selective, so as 
to support the growth of a single (or a 
limited number of) bacterial species. 
For a milk plating medium, the objective 
(diametrically opposed from the “selec- 
tive”) is aimed to provide suitable nu- 
trition for the growth of all species which 
may be found in dairy products. 

The plate counts obtained in the 1950 
A.P.H.A. comparisons on medium pre- 
pared in one laboratory from Difco in- 
gredients were distinctively lower than 
those obtained on Difco dehydrated 
TGEM medium. In the interests of uni- 
formity, the committee recommends that 
preference be given in the future to the 
use of the dehydrated product. 

The average plate count, as deter- 
mined by each of the two milk-free plat- 
ing media used in the 1950 A.P.H.A. 
comparisons, was fairly close to the 
average count obtained on the currently 
recognized Difco dehydrated TGEM 
medium. The average count by one 
was slightly below, and by the other 
slightly above, the desired range limit 
to assure practically no difference in 
magnitude when compared with the 
average count on the TGEM media. At- 
tempts are being made to modify the 
composition of each, so as to reduce to 
a negligible difference the margin be- 
tween the average counts obtained on 
each of the milk-free media and, also, 
on the present TGEM medium. In 
order to avoid confusion among the milk 
industry and the control agencies, the 
aim of the committee has been to hold 
an acceptable substitute for Difco’s 
TGEM medium to a productivity range 
limit not exceeding + 5 per cent. 

In the absence of a recognized tangible 
reference base for media productivity 
comparisons, Leon Buchbinder, Ph.D., 
has compared the productivities of 8 
different batches of media prepared from 
lots with different factory identification 
numbers by one manufacturer, and 4 
different batches of media from lots by 
another manufacturer. The results ob- 
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tained on one lot by one manufacturer 
gave productivities which were detect- 
ably different from those by other lots 
from the same manufacturer. Previous 
to this, no attempt has been made by the 
Association or by other interests outside 
of the manufacturers themselves to de- 
termine productivities on successive 
batches of media. The Association may 
wish to take appropriate steps to assure 
uniform productivities by different 
batches of media. 

It had been hoped that a definite pro- 
posal on milk-free media could be made 
at this time, aimed now to avoid the need 
of recognizing in the Tenth Edition both 
milk-containing and milk-free media, 
with a limiting date beyond which use 


of the former would not be recognized as 
a standard procedure. Investigations 
now under way have not been completed 
to a stage where a satisfactory determi- 
nation can be made. 


A. H. RoBertson, Pu.D., 
Department of Agriculture 
and Markets, Albany, N. Y., 
Chairman 

DANIEL BercsmA, M.D. 

LuTHER A. BLACK, PH.D. 

RoBert S. BREED, Px.D. 

ANGEL DE LA GARZA Brito, 
M.D. 

RAout F. Cowley 

A. W. Fucus 

James GIBBARD 


Coordinating Committee on Laboratory 


Methods for 1950* 


Committee on Research and Standards 


§ bos report for the year ending in 
October, 1950, is the third annual 
report of the Codrdinating Committee on 
Laboratory Methods (CCLM) since this 
committee was created at the 1947 An- 
nual Meeting to function under the 
guidance of the Committee on Research 
and Standards. Prior to that time this 
committee functioned as the Coérdinat- 
ing Committee on Standard Methods 
under the Laboratory Section. 

The raison d’etre for the committee 
is to perpetuate a liaison among the 
several committees engaged in the prep- 
aration of laboratory methods and to 
integrate the activities of these commit- 
tees with those Sections of the Associa- 
tion that are concerned either with the 
preparation, use, or application of the 
public health laboratory methods fos- 
tered by the Association. The CCLM 
was instructed at the time of its forma- 
tion that its field of activity would be 
primarily with laboratory methods that 
are the concern of more than one Sec- 
tion; hence, it is understood that a Sec- 
tion may on occasion desire to form a 
committee to deal with laboratory meth- 
ods where the field of activity does not 
overlap that of other Sections. 

During this year the personnel has 
remained unchanged and the CCLM has 
continued to function actively as it has 
done since its inception. So far as can 
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be ascertained, there is no Section con- 
cerned in any way with laboratory meth- 
ods whose members feel that the interests 
of the Section are not adequately rep- 
resented by the committee. During 
1949-1950 the CCLM held only two 
meetings, both of them during the New 
York City Annual Meeting; otherwise 
activities were conducted by correspond- 
ence. During the year no committees 
were added to the nine for which the 
CCLM provides guidance and no com- 
mittees were disbanded. In the order 
of the length of time each has served 
the interests of the Association, the com- 
mittees for whose sponsorship the CCLM 
functions are the following: 


Committee on Standard Methods for the Ex- 
amination of Water and Sewage, F. Well- 
ington Gilcreas, Chairman 

Committee on Standard Methods for the 
Examination of Dairy Products, A. H. 
Robertson, Ph.D., Chairman 

Committee on Shellfish, James Gibbard, 
Chairman 

Committee on Diagnostic Procedures and 
Reagents, Ralph S. Muckenfuss, M.D., 
Chairman 

Committee on Virus and Rickettsial Dis- 
eases, Thomas Francis, Jr., M.D., Chair- 
man 

Committee on Diagnostic and Therapeutic 
Biological Products, John T. Tripp, Ph.D. 

Committee on Microbiological Examination 
of Foods, Harry E. Goresline, Ph.D., 
Chairman 

Committee to Develop Reference Methods 


Co6rpDINATING COMMITTEE ON STANDARD METHODS. 


Organized under the Laboratory Section 1921. Established 1933. 


CoMMITTEE ON LaBorATORY METHODs. 


Organized under the Committee on Research and Standards 1947. 
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for Syphilis Serology, John F. Mahoney, 
M.D., Chairman 

Committee on Enteric Phage Typing, Pearl 
L. Kendrick, Sc.D., Chairman 


A summary of the activities of each com- 
mittee during 1949-1950 follows: 


Committee on Standard Methods for the 
Examination of Water and Sewage 


A study has been conducted on the 
effect of unrefrigerated storage on the 
bacteriological counts of samples of 
water intended for bacteriological ex- 
amination. The results of the study 
will be used in preparing recommenda- 
tions for the handling of water samples 
prior to the time they reach the examin- 
ing laboratory. Nine laboratories codp- 
erated in the investigation which has 
been completed. Ralph E. Noble, a 
member of the committee, and a statis- 
tician are reviewing the data assembled. 

The committee held a 3 day meeting 
in Albany during the latter part of June 
to review the present section on the 
bacteriologic examination of water in 
preparation of a first draft of this sec- 
tion for the 10th Edition of Standard 
Methods for the Examination of Water 
and Sewage. This draft will be the sub- 
ject of discussion at a committee meeting 
to be held during the 1950 Annual 
Meeting. It is hoped that the final draft 
can be made available to the Joint Edi- 
torial Board about July 1, 1951. 

The committee has decided to elimi- 
nate the present non-standard methods 
for bacteriologic examination which are 
given in the Appendix, and to transfer 
to the main text the procedures for dif- 
ferentiation of coliform group micro- 
organisms. Max Levine, Ph.D., will re- 
view these technics. 

It is planned to include in the bac- 
teriologic section a section on the detec- 
tion and enumeration of the so-called 
nuisance organisms, including the higher 
bacteria such as sulfur-reducing bacteria, 
slime bacteria, etc. Dr. H. Heukelekian 
of Rutgers University, consultant to the 
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committee, will prepare a draft for con- 
sideration. Dr. Theodore A. Olson, a 
member of the committee, is proceeding 
with a review and revision of the section 
on the microscopic examination of water, 
sewage, and sewage sludge. 

The committee has prepared a work- 
shop session for the Annual Meeting. 
The following papers will be presented: 


Is Strict Adherence to Standard Methods 
Feasible in All Laboratories? Paul W. 
Kabler. 

Use of Lauryl Sulfate Tryptose Broth in the 
Examination of Water Samples. Joseph 
McCarthy. 

Comparative Study on the Effect of Re- 
frigerated and Unrefrigerated Storage on 
the Bactericlogic Examination of Water. 
Ralph E. Noble. 


Committee on Standard Methods for the 
Examination of Dairy Products 


At the Conference on Phosphatase 
Methods held in October, 1949, L. H. 
Burgwald agreed to compare the 
several phosphatase methods as they are 
applied to milk and cream. These plans 
were changed due to the prolonged ill- 
ness of one of the collaborating research- 
ers. Instead, a comparison of the San- 
ders-Sager and the Cornell methods for 
residual phosphatase in cheese was made. 
Results of the comparison will be pre- 
sented at the Annual Meeting. The 
original plans will probably be executed 
in 1951. 

Ancther referee, W. D. Tiedeman, has 
continued his investigations on a sub- 
stitute procedure for the cumbersome 
hand-shaking method for determining 
the sterility of milk cans. Attention 
has been directed to applications of sili- 
cone to the interior of milk cans to de- 
termine whether it aids in reducing the 
accumulations of milk stone on tinned 
surfaces. 

Progress has been made by Dr. A. H. 
White, of Ottawa, Canada, to determine 
the causes for the divergent results often 
obtained when plating dried milk prod- 
ucts following the directions given in 
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Standard Methods. Results of his ob- 
servations, using sterile water instead of 
sterile N/10 LiOH for the initial dilu- 
tion, will be reported at the Annual 
Meeting. 

Reference is made to last year’s re- 
port of findings on a certain shipment 
of bacteriological transfer pipettes. 
Agreement on pipette specifications has 
been reached with the larger eastern 
manufacturers. Changes in the specifi- 
cations, as recorded in the Ninth Edition, 
are of editorial nature only. The new 
specifications will become effective on 
January 1, 1951. The simple method 
previously outlined for determining 
linear conformance for each type of 
pipette has been used successfully at 
Geneva, N. Y. It is now planned to 
organize a formal report on that method 
for the guidance of those who may be 
interested in determining pipette con- 
formance. Because the special equip- 
ment commonly used for determining 
volume conformance of these pipettes 
is also used for determining conformance 
of volume in the graduated necks of 
Babcock milk and cream test bottles, a 
separate report will be prepared describ- 
ing this application. 

C. K. Johns, Ph.D., will report at the 
Annual Meeting on some _ proposed 
changes in the method for conditioning 
edible gelatin for the plating method. 
The fact that sub-portions, taken at 
successive intervals while agitating a 
1:9 mixture of gelatin and sterile water 
in a Waring Blender, gave successively 
lower counts as the time of operating 
the blender increased, has created con- 
siderable interest. 

Leon Buchbinder, Ph.D., has studied 
the replicability of agar plate counts ob- 
tained when using media with different 
batch numbers but otherwise of the same 
composition. Heretofore, growth re- 
sponse on media bearing different batch 
identification has never been systemat- 
ically studied. 

Following a conference on February 


1, 1950, that was held to review the 
summarized comparisons of counts on 
different plating media that were ob- 
tained in a study conducted in 1949 
under the auspices of the International 
Association of Milk and Food Sani- 
tarians, our Standard Methods Com- 
mittee conducted a similar type of com- 
parison in 1950. (A detailed report of 
this activity appears in another portion 
of the Year Book in the report of the 
Subcommittee on Standard Methods for 
the Examination of Dairy Products.) 

Some confusion has resulted from try- 
ing to use sediment discs made according 
to the directions given in the current 
edition of Standard Methods for the Ex- 
amination of Dairy Products, or certi- 
fied photographs thereof, to grade sedi- 
ment on retail milk supplies. One item 
contributing to the confusion appears 
to have been the relatively coarse ma- 
terial used in the standard sediment mix- 
ture. The standard sediment mixture 
now recognized has been used with rea- 
sonable success to measure sediment in 
milk as delivered by producers at milk 
receiving plants. Curtis R. Joiner will 
report on studies of this problem. 

Reference was made last year to 
“Bacterial Growth Inhibitors,” chiefly 
the newer antibiotics, which may inad- 
vertently find their way into fluid milk 
and cream supplies. A trial method has 
been proposed for their detection and 
partial identification, copies of which 
will be furnished any investigator who 
wishes either to test out the method or 
to determine whether or not question- 
able supplies under his jurisdiction con- 
tain growth inhibitors in detectable 
amounts. Inquiry from any interested 
person may be addressed to the chairman 
of the committee. 

Pressure of other duties has prevented 
development of a collaborative study to 
determine the comparative effectiveness 
of the recently proposed methylene blue 
stain formulas for use with the direct 
microscopic method. A basic guide for 
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such a study has been prepared and 
awaits only the availability of a suitable 
investigator to put it in action. 


Committee on Laboratory Examination 
of Shellfish 


This committee, under the chairman- 
ship of James Gibbard and with the 
active collaboration of Cornelius B. 
Kelly, Jr., as secretary, has been carry- 
ing on its aims for a manual dealing 
with the many laboratory aspects of the 
shellfish problem. The manual will in- 
clude sections on the biology of shellfish 
and their implications in disease trans- 
mission since this information has been 
deemed essential for any thorough ex- 
amination of shellfish. Further details 
of plans and progress should be available 
by the time of the 1951 meeting. 


Committee on Diagnostic Procedures 
and Reagents 


The 3rd Edition of Diagnostic Pro- 
cedures and Reagents has just come off 
the press marking the culmination of 
several years of activity by this com- 
mittee. Chapters in the 2nd Edition 
have been revised extensively and three 
new chapters added: Leptospira Infec- 
tion (Weil’s Disease); Technic of Rh 
Testing; and Antimicrobial Assays: 
Lacterial Response and Level Deter- 
minations in Body Fluids. The chapter 
on Malaria Parasites in Man has been 
materially improved by the inclusion 
of colored plates. Time on the program 
of the Annual Meeting has been ar- 
ranged for a panel discussion of the 
volume. It is hoped that this will lead 
to criticisms and suggestions that will 
result in improvements of future 
editions. 

Charles A. Slanetz, Ph.D., Referee on 
Animal Care, has worked actively in 
preparing a report on the care of labora- 
tory animals. This activity will develop 
into a formal subcommittee. No decision 
has yet been made whether the report 
should be incorporated into a future 
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edition of Diagnostic Procedures and 
Reagents or should be published sepa- 
rately. 


Committee on Diagnostic and Thera- 
peutic Biological Products 


This committee has continued to con- 
cern itself with both the therapeutic and 
diagnostic aspects of biological products 
in carrying out the program discussed 
somewhat fully in the report of the 
CCLM for last year. The chairman and 
two members of the committee have 
transferred to other scientific positions 
than those they were occupying at the 
beginning of the year and so have been 
under heavy commitments of work not 
conducive to extensive committee ac- 
complishment. The chairman has kept 
the interests of the committee in the 
foreground through correspondence and 
personal contacts and expects that 
shortly the committee activities will be 
reactivated. 


Committee on Virus and Rickettsial 
Diseases 


During 1950 consideration has been 
given to the preparation of a second 
edition of Diagnostic Procedures for 
Virus and Rickettsial Diseases, the 347 
page laboratory manual that was brought 
out by this committee in May, 1949. In 
this rapidly changing field there appears 
to be a need for a revision of this man- 
ual which has had extensive use in lab- 
oratories throughout the territory served 
by the Association and beyond. A meet- 
ing of the group of editors has been 
called for early in November to discuss 
plans for the new volume. 


Committee on Microbiological Examina- 
tion of Foods 


During the year this committee has 
devoted considerable time to the revision 
of manuscripts prepared earlier by the 
referees and members of the committee 
to fit them into a uniform pattern of 
headings and subject matter. Much 
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progress has been made during the year 
toward accomplishment of the goal of 
the committee—preparation of a manual 
of laboratory methods and procedures 
for the microbiological examination 
of a comprehensive number of food 
products. Revised manuscripts submitted 
to date to the CCLM are as follows: 


Examination of Cereal Products—Paul S. 
Prickett, referee 

Examination of Dehydrated Fruits and Vege- 
tables—Matthew Highlands, referee 

Examination of Frozen Fruits, Vegetables and 
Precooked Frozen Foods—J. A. Berry and 
B. E. Proctor, referees 

Examination of Meat and Meat Products— 
L. B. Jensen, referee 

Examination of Fermented Foods—C. S. 
Pederson, referee 

Examination of Fruit Juices and Concentrates 
—C. S. Pederson, referee 

Examination of Spices—O. B. Williams, 
referee 

Examination of Bottled Beverages—John 
Sharf, referee 


The chairman of the Committee on 
Microbiological Examination of Foods 
has informed the CCLM that he expects 
soon to be able to submit to CCLM the 
final draft of this proposed manual of 
methods. 

The final draft still requires cross- 
indexing of references, a chapter on 
media, and other finishing touches which 
will need time to complete. Seemingly, 
it will be in order for the CCLM to give 
consideration at the Annual Meeting to 
means of publishing this new volume of 
methods in a form that will best meet 
the wishes of the committee. A manual 
such as is proposed should tend to place 
the microbiological examination of food 
products in the field of interest of the 
Association on a stable analytical foun- 
dation such as the Standard Methods 
publications have accomplished for 
water and sewage and for milk and dairy 
products. It is surprising that the de- 
mand for this manual did not follow 
more closely on the heels of the other 
volumes. It is heartening at this time 
to see signs that this project will be real- 


ized in the foreseeable future. Presum- 
ably such a volume will not, in the first 
edition, either bear the imprint or imply 
that the procedures described are 
“Standard Methods’’; rather the manual 
should be authorized for publication by 
the Committee on Research and Stand- 
ards under some such designation as 
“Reference Methods” or “Proposed 
Methods” for the Microbiological Ex- 
amination of Food Products. It is hoped 
that in 1951 this volume of methods can 
become a tangible reality. 


Committee to Develop Reference 
Methods for Syphilis Serology 


The technical aspects of a microfloc- 
culation test for syphilis have been 
agreed upon. The next task of the com- 
mittee will consist of a clinical study 
designed to determine the optimal level 
of reactivity for the test method. 

In general, the microflocculation test 
will have the following characteristics. 
The antigen is to be composed of a com- 
bination of cardiolipin, lecithin, and 
cholesterol. The test is to be performed 
on paraffin-ringed slides similar to the 
present Kline test. A quantitative fea- 
ture will be an integral part of the pro- 
posed method. Serum will be delivered 
to three rings on the slide. The given 
amount of saline and antigen will be 
added by the needle and syringe method 
to each of the three rings. In this man- 
ner, undiluted serum as well as serum 
in dilution of 1:2 and 1:4 will be pro- 
vided. The use of three serum quantities 
has the effect of decreasing possibility of 
prozone reaction. To the qualitative 
test, additional serum dilutions will 
serve as the basis for a quantitative pro- 
cedure. 

The reactions will be designated as 
“reactor” or “non-reactor.” This will 
serve to eliminate the terms “positive,” 
“doubtful,” and “negative.” All reactors 
will be reported by a numeral designating 
the highest dilution of serum which 
flocculates the antigen. 
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The second phase of the standardiza- 
tion program will consist of the plotting 
of the serology curve in a representative 
number of syphilis patients treaved in 
a uniform manner. It is essential that 
tests be carried out on each patient at 
intervals of one week during the 
first several months following therapy. 
Through the use of multiple antigens 
set at varying levels of reactivity, it is 
felt that a logical solution of an optimal 
level of reactivity can be accomplished. 
The clinical phase of the study is being 
developed at the present time. 


Committee on Enteric Phage Typing 

(The report of this committee on re- 
gional centers for S. typhosa bacterio- 
phage typing, standard typing materials, 
and uniform typing procedures is pre- 
sented separately in the Year Book.) 

Through the fortunate circumstance 
that Philip Edwards, Ph.D., was sent by 
the Pan American Sanitary Bureau on a 
trip to typing centers in South America, 
he was able to attend the International 
Congress of Microbiologists in Rio de 
Janiero during August, 1950. While 
there he was able to represent the com- 
mittee and the National Reference 
Laboratory for Enteric Phage Typing at 
meetings of the International Committee 
on Enteric Phage Typing. This associa- 
tion with Dr. Felix and the other 
workers in this field should be most 
helpful and important in the establish- 
ment of good working relations with 
the International Committee. 

Recent reports by committee members 
include: 

Henderson, N. D., and Ferguson, W. W. 
Bacteriophage Typing of Salmonella typhi. 
J. Lab. & Clin. Med. 34, 6:739-743 (June), 
1949. 

Henderson, N. D., and Ferguson, W. W. 
Investigation of Bacteriophage Types D, 
and D.HPs« of Salmonella typhi and Their 
Latent Bacteriophages. Am. J. Hyg. 50, 
3:349-360 (Nov.), 1949. 

Desranleau, J. M., and Martin, Irene. Bac- 
teriophage Typing in the Province of Quebec. 
Canad. J. Pub. Health (Mar.), 1950. 
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Other Activities of the CCLM 

In the report for last year it was 
reported that the CCLM had under con- 
sideration matters which as yet had not 
developed to the stage where special 
committees had been set up to develop 
them. One of these was concerned with 
antimicrobial agents, particularly disin- 
fectants, antiseptics, germicides, and 
detergents. The Committee on Research 
and Standards had at that time taken 
over responsibility for the laboratory 
and other aspects of air sanitation, and 
the Laboratory Section had agreed to 
take appropriate action on antibiotics, 
both of which had been fields of activity 
of the former Committee on Standard 
Methods. Some of the members of the 
CCLM attended a symposium on anti- 
microbial agents that was held in New 
York in October, 1949, under the aus- 
pices of the New York Academy of Sci- 
ences that proved to be something of a 
clearing house for this confused area. 
As a result considerable push has de- 
veloped for formation of a committee to 
begin to work in the field of those anti- 
microbiological agents that are in the 
purview of this committee. The matter 
will be considered during the Annual 
Meeting. 

Another pending field of activity is 
the study of the care of laboratory ani- 
mals. Our efforts to meet this unre- 
solved problem have already been 
discussed under the report on activities 
of the Committee on Diagnostic Pro- 
cedures and Reagents. 

In closing this report the members 
of the CCLM feel that they can point 
with great pride to the continuing ac- 
complishments during 1950 on the part 
of the fine groups of men and women 
who are serving the Association without 
remuneration in the preparation of 
methods and the solving of laboratory 
problems over the whole broad range 
of public health laboratory activities. 
For nearly all of the committees 1950 
has been a year of great accomplishment, 
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as the record shows. The CCLM takes 
no great measure of credit for these 
accomplishments but rather delights to 
bask in reflected glory; an expression 
of our appreciation emanates from this 
report. It is earnestly hoped that in 
some measure the talent, energy, en- 
thusiasm, and skill of these many indi- 
viduals will be revealed to the members 
of the Association and others through 
reading this report. The chairman of 
the CCLM expresses his appreciation to 
the members of the committee who have 
in every instance codperated fully in all 
of the undertakings of the committee. 
The chairman and members of CCLM 
are deeply indebted for the guidance and 
assistance received from the Secretary 
and Associate Secretary of the com- 
mittee and from many members of their 


staffs. The support of our parent, the 
Committee on Research and Standards, 
and the codperation and inspiration of 
the chairman of that committee is ap- 
preciated and acknowledged. 

FRIEND LEE Mickte, Sc.D., 
State Department of Health, 
Hartford, Conn., Chairman 

REGINALD M. Atwater, M.D., 
Secretary 

Roy F. Feemster, M.D. 

Lioyp B. JENSEN, Ph.D. 

EpMuN»D K. Kung, Dr.P.H. 

PEARL L. KENpRICK, Sc.D. 

SEWARD E, Mirter, M.D. 

RALPH S. Muckenruss, M.D. 

WALTER D. TreDEMAN, C.E. 

FRANCIS B. ELDER, Associate 
Secretary 
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Regional Centers for Phage Typing 


Salmonella Typhi Cultures" 


Committee on Research and Standards 


HROUGH the coordinated efforts of 

three agencies there have been estab- 
lished in the United States, regional 
centers for the bacteriophage typing of 
typhoid bacteria. The agencies are (1) 
The American Public Health Association 
through the Subcommittee on Enteric 
Phage Typing of the Codrdinating Com- 
mittee on Laboratory Methods; (2) The 
Communicable Disease Center, U. S. P. 
H. S., Enteric Bacteriology Laboratory, 
P. R. Edwards, Ph.D., Chief, acting as 
the National Typing Center; (3) Con- 
ference of State and Provincial Public 
Health Laboratory Directors, with A. V. 
Hardy, M.D., as the designated repre- 
sentative. 

The National Typing Center and each 
regional center has representation on the 
International Committee for Enteric 
Phage Typing, of which Dr. A. Felix 
and Dr. J. Craigie are co-chairmen. 
Standard phages and cultures are being 
furnished to the National Center by 
Dr. Felix from the Central Enteric 
Reference Laboratory, London. 

The laboratories which have agreed 
to serve as regional typing centers are 
listed at the end of this report, together 
with a recommendation as to the states 
to be served by each. The designated 
regional typing laboratories have agreed 
to accept cultures from the areas speci- 
fied. The group of states in a given 
area, as approved by the subcommittee, 
is not to be regarded as rigidly fixed; 
changes may be made through individual 


* Report of the Subcommittee on Enteric Phage 
Typing to the Codérdinating Committee on Laboratory 
Methods. 
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arrangements with the typing center con- 
cerned. Otherwise it is requested that 
cultures for typing be directed as out- 
lined. 

The typing laboratory will report 
findings to the laboratory submitting 
cultures. Untypable strains will be sent 
for further study to the National Typing 
Center, at the Enteric Bacteriology 
Laboratory, Communicable Disease Cen- 
ter, Atlanta. To assure comparability 
of findings, transfers of typed strains 
will be submitted periodically by the 
regional laboratories to the National 
Center for check typing. 

In typing cultures the regional centers 
will be handicapped to some degree un- 
less other laboratories submitting cul- 
tures for typing take precautions to 
prevent degradation. Since most labora- 
tories fish from original plates to a 
double sugar, triple sugar, or similar 
medium, it is suggested that those fish- 
ings which yield significant reactions be 
subcultured immediately upon egg 
medium and that the subcultures after 
overnight incubation be stored in a re- 
frigerator until the organism has been 
identified as Salmonella typhi. When 
identification has been completed one or 
more egg medium cultures should be 
sent immediately to a regional center. 
In some cases, more than one subculture, 
each derived from a different colony, 
may be helpful to the center provided it 
is made plain that all are from a given 
case or carrier. A suitable egg medium 
is listed as culture medium No. 54, 3rd 
edition of Diagnostic Procedures and 
Reagents (A.P.H.A.) (No. 55b in 2nd 
edition). Pai’s and Dorset’s media are 
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also satisfactory. Use screw-capped 
vials, or paraffin-treated corks to avoid 
excessive drying of the slants; if slants 
are excessively moist after preparation, 
dry them overnight in a 35°-37°C. 
incubator before sealing. Cultures 
should not be submitted for phage typ- 
ing on media other than that recom- 
mended unless egg medium is not avail- 
able; when egg medium is not available, 
send cultures on extract agar to avoid 
delay. 

Epidemiologic data, directed toward 
obtaining an accurate idea of the distri- 
bution of phage types of Salmonella 
typhi, will be collected on an interna- 
tional scale through the efforts of the 
regional typing centers, The National 
Typing Center, and the International 
Typing Center in London. The accuracy 
and amount of data will be determined 
by the codperation of individual labora- 


Regional Laboratories 
Dr. Gilbert Dalldorf, Director 
Division of Laboratories and Research 
New York State De; artment of Health 
New Scotland Ave., Albany, N. Y. 


Dr. Friend Lee Mickle, Director 

Bureau of Laboratories 

Connecticut State Department of Health 
Box 1139, Hartford, Conn. 


Dr. C. J. Gentzkow, Director 
Bureau of Laboratories 
Commonwealth of Pennsylvania 
34th and Locust Street 
Philadelphia, Pa. 


Dr. E. J. Sunkes 

Director of Laboratories 

Georgia State Department of Public Health 
Atlanta, Ga. 


Dr. Philip R. Edwards 
Bacteriologist-in-Charge 

Enteric Bacteriology Laboratory 
Communicable Disease Center, USPHS 
Chamblee, Ga. 


Dr. George H. Hauser, Director 
Division of Laboratories 

State Department of Health 
546 Corondelet Street 

New Orleans, La. 


tories submitting cultures to the regional 
typing centers. Whenever the following 
information is available, it should be 
supplied to the regional typing center, 
either at the time a culture is sent in for 
typing or as soon thereafter as possible: 


1. Specify whether cultures were isolated from 
cases or Carriers. 

. Indicate the source (feces, blood, bile, gall 
bladder). 

If a culture was isolated from a carrier, and 
a previous phage typing has been carried out, 
please indicate the results of previous typing. 
. If the duration of the carrier state is known, 
please indicate. 

.Designate epidemiological _ relationships 
among the cultures, particularly the fact 
that cultures are from the same outbreak or 
that certain cases were traceable to particular 
carriers. 

Cultures should be designated by the name 
of the person from whom isolated to prevent 
recording of multiple isolations from the 
same individual as being from different cases 
or carriers. 


Nm 
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Area to be Served 


New York, Maine, Vermont, 
New Hampshire, New Jersey 


Connecticut, Massachusetts, 
Rhode Island 


Pennsylvania, Maryland, 
Delaware, Virginia, 
West Virginia 


Georgia, Alabama 


Florida, North Carolina, South 
Carolina, Puerto Rico, Tennessee, 
District of Columbia, Alaska 
Territorial Laboratory at Fairbanks 


Louisiana, Mississippi, Arkansas 


Dr. G. D. Cummings, Director 
Division of Laboratories 
Michigan Department of Health 
Lansing, Mich. 


Dr. H. J. Shaughnessy, Chief 
Division of Laboratories 


Illinois State Department of Health 


1800 Fillmore Street 
Chicago, IIl. 


Dr. Henry Bauer, Assistant Chief 
Section of Medical Laboratories 
State Department of Health 
University Campus 

Minneapolis, Minn. 


Dr. Charles A. Hunter, Director 
Bureau of Laboratories 


Kansas State Department of Health 


National Reserve Building 
Topeka, Kans. 


Dr. J. V. Irons, Director 

Division of Laboratories 

Texas State Department of Health 
Austin, Tex. 


Miss M. Greenfield, Director 
State Public Health Laboratory 
305 Quivern Street 
Albuquerque, N. M. 


Dr. M. H. Merrill, Chief 
Division of Laboratories 


State Department of Public Health 


3093 Life Sciences Building 
Berkeley, Calif. 


Dr. Max Levine 
Director of Laboratories 
Territory of Hawaii 
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Regional Laboratories (Continued) 


Areas to be Served 
Michigan, Ohio, Indiana, Kentucky 


Illinois, Wisconsin, Iowa, Missouri 


Minnesota, North Dakota, South 
Dakota, Montana 


Kansas, Oklahoma, Nebraska 


Texas 


New Mexico, Arizona, Colorado 


California, Washington, Oregon, 
Utah, Wyoming, Idaho, Nevada, 
Alaska Territorial Laboratory 

at Juneau 


Hawaiian Islands and the 
Pacific Area 


Howarp L. Bopiry, Ph.D. 


PeaRL L. KeEnprick, Sc.D., 
Associate Director of Labora- 
tories, State Dept. of Health, 
Grand Rapids, Mich., 
Chairman 


W. Fercuson, Ph.D., 


Secretary 


EarLE K. BoRMAN 

Erna M. CLARK 

Marion B. CoLEMAN 
JeAN-Marc DESRANLEAU 
R. Epwarps, Ph.D. 
ALBERT V. Harpy, M.D. 
A. S. Lazarus, Ph.D. 
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Current Status, at the State Level, of a 
Program for the Certification of Laboratories 
Performing Bacteriological Work on Milk* 


Engineering Section 


HE Committee on Milk Sanitation 

of the Engineering Section of the 
American Public Health Association has 
completed an investigation among the 
several states with reference to a pro- 
posal that laboratories performing bac- 
teriological work on milk be certified for 
equipment, methods, and proficiency by 
an appropriate state laboratory agency. 
The motivation for such an investigation 
was the belief by this committee that 
such a plan would unquestionably en- 
hance uniformity of laboratory results 
and promote more confidence on the part 
of all agencies in the results of laboratory 
work in the field of milk control. 

Letters of inquiry were addressed to 
the agency having jurisdiction for milk 
control in each of the 48 states. Three 
questions were posed: First, what plan 
is now followed for the approval or 
certification of milk testing laborato- 
ries? Second, are plans now being made 
or under consideration for such an un- 
dertaking? and Third, if such a pro- 
cedure is not in effect at present what 
is the attitude of the control agency 
toward such a proposal? 

Replies were received from the respon- 
sible agency in each of 44 states. A 
study of the replies and comments in- 
dicated that no uniform nation-wide 
policy is followed in connection with 
this proposition. Only 3 of the 44 re- 
porting states now require all labora- 
tories, including official as well as com- 


* Report of Committee on Milk Sanitation. 


[85] 


mercial, to be certified with reference to 
equipment, methods and proficiency in 
carrying out standard methods for the 
bacteriological examination of milk. In 
6 other states, performance and pro- 
ficiency of municipal or county health 
department laboratories must be certi- 
fied by the state agency, and in 2 states, 
laboratories must have state approval if 
their bacteriological results are used as 
the basis for premium payments to milk 
producers. In 4 states a voluntary plan 
of approval is followed in which case 
the laboratory in question requests that 
a survey be made, but in 2 of these 4 
states laboratories conducting bacterio- 
logical work on milk and using results 
for official grading purposes must be 
certified by an appropriate state agency. 
In 3 states certification is required before 
an approved milk inspection service may 
be established and, in another, labora- 
tories contracting to make official 
bacteriological examinations for munici- 
pal or county health departments must 
be approved by the state health agency. 
Thus only 15 of the 44 states reporting 
have any kind of plan currently in effect 
for the inspection, approval, or certifi- 
cation of laboratories performing bac- 
teriological procedures on milk. 

It is worthy of note, however, that 
17 states now without any program of 
laboratory approval expressed an opin- 
ion favorable to it. Six additional 
states expressed no opinion. Five states 
indicated that there was an active plan- 
ning now in progress for such a system 
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Summary of Data Relative to a Laboratory Certification Procedure 


3 4 5 


Certified for 


Certification of 


Number official work or contract labora- 
of states Mandatory Voluntary Certified or for approved milk tories doing 
reporting certification plan premium payment inspection service official work 
State Agency State Agency State Agency State Agency State Agency 
44 Conn. Health Ind. Health Calif. Agric. Calif.* Agric. Ohio? Health 
Delaware Health Mass. Health Vermont Agric. Health 
Penn. Health New York Health Iowa Health 
& Agric. Minn. Agric 
Texas Health Ore. Agric 
Wash. Agric 
States not favoring droposal States expressing no opinion 
State Agency State Agency 
Georgia Health Alabama Health 
Kansas Agric. Florida Agric. 
Louisiana Health Massachusetts Health 
Maine Agric. Michigan Agric. 
Nebraska Agric. North Dakota Agric. 
New Mexico Health Tennessee Health 
South Dakota State Chem. Lab. 
Wyoming State Chemist 


* California requires certification under both items No. 3 and No. 
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fT Illinois and Ohio will survey other laboratories on request. 


of laboratory appraisal and approval. 
Officials of 8 states, however, expressed 
themseives as not favoring such a plan 
or indicated they could see no particu- 
lar occasion for it. 

Thus if the number of states now fol- 
lowing some type of laboratory certifi- 
cation is combined with those favoring 
the plan it is evident that 32 of the 44 
reporting states have a preference for it. 

As might logically be expected, a num- 
ber of states favoring laboratory cer- 
tification stated that while desirable, 
budgetary and personnel limitations 
were an obvious handicap. Also, several 
raised the question of approving other 
than official laboratories or laboratories 
which work for official agencies. Few 
favored the inclusion of milk plant 
laboratories under a certification plan. 

It is the considered judgment of your 
committee and it so recommends that 
all laboratories doing official bacterio- 
logical milk control work be surveyed 
at regular intervals by qualified per- 
sonnel from the laboratory staff of the 


state agency having jurisdiction in the 
field of milk sanitation. 

This recommendation is especially 
pertinent at this time because of the im- 
portant part laboratory results play in 
the certification of milk for interstate 
shipment. The significance of reliable 
laboratory results was recognized in the 
recent Report of the National Con- 
ference on Interstate Milk Shipments in 
which the following statement appears: 
“The state approval of local laboratories 
should include an annual visit to the 
laboratory at which time evaluation of 
the quarters, equipment, procedures, re- 
sults, and records shall be made on ap- 
propriate survey forms of the U. S. Pub- 
lic Health Service or the equivalent.” 
Laboratory procedures play a significant 
part in the evaluation of a milk supply 
and every reasonable effort should be 
made to insure that equipment methods 
and procedures in milk control labora- 
tories are uniformly standard and com- 
parable. 

Further, it is the recommendation of 
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your committee that the results of this 
investigation be publicized among those 
ersons and agencies concerned with this 
problem and that a copy of this report 
be furnished the state health officer, 
the director of milk sanitation and the 
director of laboratories in each state. 


S. ADAMS, 
State Department of Health, 
St. Paul, Minn., Chairman 

Harotp J. BARNUM 

Epwin LUDEWIG 

SAMUEL I. REED 

ALEXANDER A. ROBERTSON 

H. L. THOMASSON 

HAROLD WAINESS 
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Meteorology and Air Pollution* 


Engineering Section 


Yip committee presented its first re- 
port in 1947, which report was a 
general review of atmospheric pollution 
and its control. 

Following that report the committee 
decided to consider individually various 
aspects of atmospheric pollution, and in 
1948 discussed the “Public Health Sig- 
nificance, Distribution and Control of 
Air-borne Pollens’ (Year Book, 1948- 
1949, p. 86). 

The present report deals with another 
important aspect of the subject which 
is meteorology. Harry Wexler, D.Sc., 
Chief of Scientific Services, U. S. 
Weather Bureau and a member of this 
committee, was asked to prepare a re- 
port on the meteorological aspects of air 
pollution. In addition to his extensive 
experience in the field of meteorology, 
Dr. Wexler was in charge of the me- 
teorological studies made by the 
Weather Bureau of the air pollution 
incident at Donora, Pa., in 1948. His 
report entitled “Meteorology and Air 
Pollution” follows: 


Gases and small particles released into the 
atmosphere move as a part of the atmosphere 
and are therefore subjected to all of the com- 
plex whirls and eddies that characterize the 
movement of air near the ground. If there 
were no means of removing the contaminants 
from the surface layer of the air in the neigh- 
borhood of the emission point, the atmosphere 
in that area would soon become intolerable for 
animal and plant life. The atmosphere exer- 
cises its cleansing action by means of the winds 
which move material horizontally away from 
the emission point and by vertical currents as- 
sociated with convection or mechanically 
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caused turbulence which enable the contami- 
nants to be removed aloft. 

There are approximately 2.5 million tons of 
atmosphere for each of the earth’s two billion 
inhabitants. This huge mass has a tremendous 
capacity for storage. It can absorb great quan- 
tities of man-made pollutants without a notice- 
able increase in concentration, provided those 
pollutants are effectively dispersed throughout 
the atmosphere. However, in spite of this vast 
storage capacity, there must be means of 
removing pollutants from the atmosphere if 
large concentrations are to be avoided. 
Gravity, rain, and snow are some of the ways 
in which the atmosphere loses foreign 
material. 

If we can assume that the atmosphere as 
a whole loses pollutants as fast or faster than 
man produces them, then from a meteorolog- 
ical point of view the problem of controlling 
pollution requires only that we prevent exces- 
sive concentration of the pollutants at or near 
their source. One way of doing this would 
be to develop artificial mean. of causing the 
pollutants to become dispersed through as 
much atmosphere as possible. Tall stacks 
partially accomplish this purpose; however, 
their efficiency is greatly dependent on weather 
conditions. Another method of controlling the 
concentration of pollutants would be to limit 
the rate at which they are released to the 
atmosphere during periods when meteorological 
conditions are unfavorable for their rapid dis- 
persal. This has been established on a routine 
basis at places such as Trail, B. C., Cleveland, 
Ohio, and various AEC installations (Hanford 
& Brookland). 

Although it is not within the scope of this 
brief discussion to treat in an exhaustive man- 
ner the methods by which atmospheric pollu- 
tions are dispersed from their source, it can be 
stated that the two factors most directly in- 
volved are wind and vertical temperature 
gradient or lapse rate. 

Wind tends to carry the pollutant away from 
its source and to dilute it by turbulent mixing. 
If the temperature decreases rapidly with 
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height, convection currents may distribute the 
pollutant through a greater depth of air, and 
thereby dilute it. On the other hand, if the 
temperature remains constant or increases 
with height, the pollutants may be retained 
near the ground, thus leading to excessive 
accumulation. The manner in which these two 
factors, wind and vertical temperature lapse 
rate, combine to determine the rate of disper- 
sion may be seen by reference to the accom- 
panying charts which show two extreme types 
of temperature-height relationships. 

Figure 1 represents a temperature-height 
relation unfavorable for removal of pollutants. 
The temperature is 36° F. at the surface, and 
increases steadily with altitude up to an eleva- 
tion of nearly 3,500 feet. Under this “inver- 


sion” condition, practically no vertical mixing 
is possible during the early morning, and this 
combined with the light wind movement typi- 
cal of this situation (high pressure area or 
anticyclone), will tend to make pollutants re- 


A and B represent temperatures before and after solar 


leased at the surface hug the ground and ac- 
cumulate at their source. If the effluent is 
released at night from a tall stack, it may 
remain at the same height at which it was 
emitted until the solar heating causes it to be 
“fumigated” or diffused completely throughout 
the lowest layers of the atmosphere. If, by 
afternoon, the temperature should rise 26° to 
a value of 62° (point B), permitting vertical 
mixing to work up to an altitude of about 
2,200 feet, this would thin out pollutants, but 
would not dispose of large quantities of them 
unless the wind should increase. In certain 
localities this type of stable meteorological 
condition may prevail for days before being 
terminated by a wind or a rain storm. 

Figure 2 represents a temperature-height 
relation favorable to the rapid dispersion of 
atmospheric pollution. Although the surface 
temperature is exactly the same (36° F.) as in 
the previous case, the temperature falls off 
immediately above the surface (“lapse” condi- 
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Publications* 


Engineering Section 


HE Committee on Publications, John 

M. Henderson, Chairman, of the 
Engineering Section, submitted this, its 
first report, at the Seventy-eighth An- 
nual Meeting. The special problem 
studied and reported on was that of 
publication needs to permit adequate 
outlets for worth-while papers and re- 
ports. A selected group of persons was 
polled and specific questions asked. The 
answers furnished the basis for the in- 
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formation and recommendations pre- 
sented. 

The content of the report is indicated 
by the section headings: 


Quality, Scope and Quantity of Published 
Material 

Need for Publication Outlets 

Indicated Publication Outlets 

Encouragement of Prospective Contributors 

Information on (Existing) Publications 

Discussions and Recommendations 


The report has been mimeographed. 
Copies can be obtained from Professor 
Henderson at: School of Public Health, 
Columbia University, 600 West 168th 
Street, New York, N. Y. 


e- 


Rural Sanitation* 


Engineering Section 


i ened report is the third offered by 
the present committee. The three re- 
ports combined represent the committee 
effort to establish for the benefit of all 
Engineering Section members, the Amer- 
ican Public Health Association, and 
others who may be interested, factual 
information concerning rural water sup- 
ply and rural sewage disposal practice in 
the United States. 

The major portion of the present re- 
port is devoted to a comparison of state 
practice with respect to private wells and 
recommendations of the Joint Com- 
mittee on Rural Sanitation. The Joint 
Committee comprises representatives of 
several federal offices including the U. S. 
Department of Agriculture, Federal 
Housing Administration, Federal Se- 
curity Agency, Public Health Service, 
Department of Interior, T. V. A., tre 
Conference of State Sanitary Engineers, 
the Conference of Municipal Public 
Health Engineers, and the Veterans 
Housing Administration. 

It is the belief of the committee that 
far too little importance is attached to 
the impact of both rural water supply 
and rural sewage disposal on the health 
and welfare of a significant proportion 
of the population of the United States. 
According to a report (1948)* of the 
Sanitary Engineering Division, Public 
Health Service, over 27 million people 
needed new or improved rural or private 
water systems; over 33 million people 
needed new or improved rural or private 
sewerage systems. Roughly then, 1950 
finds between 70 and 85 per cent of the 
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nation’s population now dependent on 
such rural facilities in need of new or 
improved private water systems and/or 
sewerage systems. 

Is it not important that 30 per cent 
of the nation’s population, thus depend- 
ent, be afforded opportunity for safe 
water supply and sewerage system? The 
committee offers information, admittedly 
incomplete, which may prove useful to 
those who take the affirmative in the 
above question. 


DEVELOPMENTS IN HOME SEWAGE 
DISPOSAL: 
A. U.S. Public Health Service Research 
Project 

The research project in progress at 
the Environmental Health Center, Cin- 
cinnati, Ohio, has been the means of 
compiling and presenting an analysis of 
comprehensive investigations, both field 
and laboratory, in a published report 
titled, Studies on Household Sewage 
Disposal Systems. The work program 
outlined in the 1947 report of this com- 
mittee (Year Book 1947-1948, p. 92) 
continues. Under the conditions of the 
Cincinnati study there was little dif- 
ference in the efficiency of suspended 
solids removal “between uncompart- 
mented tanks of rectangular, oval, and 
circular shape, of approximately the 
same capacity and depth.” Adequate 
capacity (at least 500 gallons suggested) 
appears as the criterion of such effi- 
ciency, although compartmentation may 
be desirable. Sludge has been found to 
accumulate according to the formula 


94 YEAR 
V (gallons per capita) = 17 + 7.5 Y 
(years of service after cleaning). 

A second report, “Studies on House- 
hold Sewage Disposal Systems, Part II 
1950,” which has been submitted for 
publication clearance, includes studies 
on septic tank compartmentation, inlet 
and inter-compartment flow appurte- 
nances, soil percolation test methods, 
soil clogging, behavior of effluents. and 
absorption systems. 

Current work includes study of tank 
depths, outlet penetration, compartmen- 
tation, percolation test methods, soil 
clogging, effect of sodium hydroxide 
(active agent in some chemical tank 
“cleaners”) on tank and soil absorption 
behavior and further analysis of sludges 
and scum accumulation data from the 
field. 


B. Other Research Activities 

1. University of Michigan, Ann Arbor, 
Professor Earnest Boyce. The project 
has been completely curtailed because 
of lack of funds. 

2. Rensselaer Polytechnic Institute, 
Troy, N. Y., Professor E. J. Kilcawly. 
No progress due to lack of funds. 

3. Purdue University, West Lafayette, 
Ind., Professor D. E. Bloodgood. Studies 
are continuing on the development of a 
household incinerator for garbage and 
sewage solids. 

4. National Clay Pipe Association, St. 
Louis, Mo., Mr. Hartung. Studies have 
been completed. However, no report was 
available to the committee at the time 
this report was prepared. 

5. Ludwig Bros., Pasadena, Calif., for 
M. C. Nottingham Co., Harvey F. Lud- 
wig.” Field tests were made to demon- 
strate efficiency of long, shallow tank, 
as compared to standard septic tank 
required in California. Conclusions 
reported high efficiencies under both 
uniform and surge conditions, with and 
without heavy sludge accumulations and 
it is further suggested that length-width 
ratios higher than 3:1 and depths shal- 
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lower than 48” may “effect a better 
degree of treatment than do standard 
tanks.” Ratios as high as 20:1 length- 
width and depths as shallow as 30” are 
suggested as limiting ratios. 

6.Louisville and Jefferson County 
Board of Health, Louisville, Ky., A. P. 
Bell. A field study was made to deter- 
mine whether (1) steel septic tanks were 
allowed, and (2) whether opinion fav- 
ored the use of steel tanks in new in- 
stallations. Based on a 69 per cent re- 
turn to inquiries addressed to members 
of the Conference of State Sanitary 
Engineers and the Conference of Mu- 
nicipal Public Health Engineers, it was 
found that 22.1 per cent prohibited 
use of steel septic tanks; 48.8 per cent 
did not prohibit, but did not recommend 
use, 23.2 per cent had no objection, and 
5.9 per cent reported no jurisdiction. 
Almost, without exception, preference 
was expressed favoring concrete or other 
masonry type material for septic tank 
construction. 


C. Individual State F.H.A. Sewage Dis- 
posal Requirements 


The F.H.A. is to be commended for 
its long, continuous efforts to achieve 
some degree of standardization in home 
sewage disposal requirements. During 
1950 this organization has completed 
F.H.A. requirement bulletins in Maine, 
Maryland, Virginia, Missouri, Wiscon- 
sin, Iowa, Indiana, North and South 
Dakota, and Nebraska, to complete 
its bulletin coverage of the United 
States. 


DEVELOPMENTS IN RURAL WATER SUPPLY 
A. Research 


As this committee has previously re- 
ported (Year Book 1948-1949, p. 106) 
there is a dearth of investigation on rural 
water supply problems. Developments 
in several parts of the United States 
serve to emphasize that real problems 
lie ahead in the conservation and pro- 
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tection of underground waters which 
serve as the principal source of rural 
water supply. Hopkins,* in discussing 
the Missouri Valley Development Pro- 
gram stated: 

Rural water supply, traditionally from 
ground sources, generally presents a special 
problem over a great portion of the basin. 
That which is available is very often unde- 
pendable as to quantity and undesirable as to 
chemical and physical quality. During drought 
periods these underground supplies are soon 
depleted, and even stock water becomes a 
aatter of extreme importance. The recharge 
of ground waters resulting from irrigation, 
canals, impoundments, and sustained stream 
flows should do much to alleviate this prob- 
lem. In specific areas it is anticipated that 
domestic water will be taken directly from 
irrigation ditches. Attention has already been 
directed toward the need for an effective and 
reliable low cost system for purification of this 
water and its safe storage. 

New importance is attached to the 
study of private water systems when 
it is reported by Bosch,* Waring,® 
Weart,® and others that methemoglo- 
binemia due to nitrate nitrogen in rural 
water supplies has occurred many times; 
Minnesota from January, 1947, to Sep- 
tember, 1949, reported 139 cases with 
14 deaths. Tularemia in man is also 
contracted from domestic rural water 
supply. Jellison and his coworkers‘ 
made extensive investigations of the 
contamination of natural waters in Mon- 
tana and found at least 3 human cases 
contracted from a single home water 
supply and recovered P. tularensis, from 
several stream waters. A special study 
in Gallatin County failed to find evi- 
dence of infection in any of the 75 do- 
mestic rural supplies investigated. 


B. Individual State F.H.A. Water Sup- 
ply Requirements 


As indicated under rural sewage dis- 
posal (Section C above) the F.H.A. has 
published information in bulletin form 
for all types of water system likely to 
be utilized in homes built under F.H.A. 
loans. 


C. Engineering Section Committee on 
Rural Sanitation 


The committee has undertaken two 
projects since the last report. 

I. Comparison of present state prac- 
tices in requirements for private wells 
in the United States. 

The committee prepared a question- 
naire which was sent to all state sanitary 
engineers. The following information is 
based on information furnished from 34 
states. 

Thirty-one states have no clearly de- 
fined legal authority to supervise private 
water systems. Massachusetts, one of 
the few having such authority, provides 
under general law, “. . . towns and per- 
sons shall submit to said Department 
(Department of Public Health) for its 
advice and approval, their proposed sys- 
tem of water supply or of the disposal 
of drainage or sewage and no such sys- 
tems shall be established without such 
approval. . .” 

Four states—Nebraska, New Jersey, 
New Mexico, and New York—report a 
limited authority over individual water 
supply systems, which is obtained either 
by indirection or by specific application 
to realty subdivisions. New York State 
offers an excellent example of this 
limited, but specific supervisory author- 
ity. 

Only 16 of the 34 states provide a 
direct advisory inspection _ service. 
Seven provide no inspection service and 
5 provide only limited service. One de- 
pends entirely on local health officials 
and 5 do not indicate clearly that the 
service was offered. 

The comment of Clarence I. Sterling, 
Chief Sanitary Engineer of the Massa- 
chusetts Department of Public Health 
is appropriate: 

Obviously it would be impracticable for the 
Department of Public Health to pass upon each 
and every individual well in the state. The 
activities of the Department are limited to 


advice to boards of health in such matters and 
to individuals requesting such advice. Local 
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boards of health have the power to require the 
owners of private premises to obtain a permit 
but very few local boards have included this 
requirement in their local health regulations. 


All 34 states provide advisory service 
by bulletins. However, one depends 
entirely on local health services for dis- 
semination of such information. Nine- 
teen states participate directly in inspec- 
tion activities when F.H.A. loans require 
water system approval. Two act only 
on a limited basis while 13 take no direct 
action in such investigations. Twenty 
states depend on local health services 
or F.H.A. staff inspection and, of these, 
10 indicated local health department 
participation and 2 F-.H.A. inspection 
as the only source of inspection service. 

Subdivision plans are subject to ap- 
proval in 20 of the 34 states, not sub- 
ject in 3 states, and acted upon with 
limitations in 11 states. Assistance in 
such approvals is obtained through local 
health departments in 3 states and 
F.H.A. only in 1 state. 

Data on the construction and loca- 
tion requirements in 34 states are pre- 
sented in a table—A—Dug or Bored 
Wells, B—Driven Wells, and C—Drilled 
Wells.* 

Significant comparisons with require- 
ments of the Joint Committee* are 
shown in tables. The following pertain 
to dug or bored wells. 


1. Ten foot minimum recommended depth of 
water-tight casing below ground is followed by 
21 states, exceeded by 2 states and lower in 
3 states. Two specify depth to rock or im- 
pervious strata, and 4 have no specific require- 
ments. 

2. Five inch minimum recommended height 
of casing above ground is exceeded in 24 states 
and lower in only 2. Six have no specific 
requirement, and 3 did not furnish sufficient 
information. 

3. Twenty-six states follow or exceed the 
Joint Committee recommendation on distance 
from well to sewer (50’), although a few will 
allow lesser distance to cast iron than to vitri- 
fied clay sewer. Only 5 follow the recom- 


* Editor’s Note: Restriction of space prevented print- 
ing of tables. 


YEAR 


Book 


mendation for distance from well to septic 
tank, 22 recommend 50 ft., and one allows 
30 ft., while 2 have no specific recommendation. 
The provision concerning distance to leaching 
systems is not very clear. The committee be- 
lieves that some state engineers interpreted a 
leaching system to include cesspools and on 
that basis prohibited the installation of well 
and cesspool on the same property. Seventeen 
have a lower minimum distance with 11 states 
allowing 50 ft. separation. Seven states fol- 
low and 3 exceed the joint committee recom- 
mendation. 

4. Nine states allow wells in basement, but 
17 do not permit them. Four do not recom- 
mend basement installation, and 3 allow on a 
limited basis. 

5.There appears to be no specific recom- 
mendation on minimum distance to property 
lines. Nine have limits on distance to side 
and rear property lines; 10 on front line 
separation. 


The following pertain to driven wells: 

A similar comparison is made for 
driven wells. However, their use is 
limited to certain localized conditions 
and no detailed comments, other than 
the tabular information, is offered. 

The following applies to drilled wells: 


1.The Joint Committee recommends well 
casing sunk to rock or other impervious 
strata. Four states have similar recommenda- 
tions. Twenty-five states require depths 
ranging from 4 to 25 ft., with 18 requiring at 
least 10 ft. of casing. Only one state requires 
less than the Joint Committee recommendation 
for height of casing above ground. Twenty- 
three require more height, and 7 specify on 
the basis of conditions found if investigation 
is made. 

2. The prevailing recommended distance sepa- 
rating drilled wells from sources of pollution 
is 50 ft. Nineteen states require this distance 
between well and sewer, although a few states 
permit lesser distances to cast iron sewer. 
Twenty-two states follow the same rule of 
separation for septic tanks, and 12 follow on 
leaching systems. Those following joint com- 
mittee recommendations are 5, 5 and 6 states 
for sewer, septic tank, and leaching system 
respectively. 

3. Sixteen states do not permit drilled wells 
in basements; 9 do. Three have limited per- 
mission, 5 do not recommend such installations. 

4.Only 9 have distance limitations (15’ is 
the popular limit) to side and rear property 
lines. Ten prescribe limits to front property 
lines. 


RURAL SANITATION 97 


Water-tight seals for drilled wells are re- 
quired by 28 states when the casing ends 
above ground, 2 have no specific requirement, 
and 4 furnished insufficient data to classify. 
On the other hand, only 19 states allow below 
ground ending of properly sealed casings, and 
9 have not allowed such practices. Two have 
no requirements and one does not recommend 
the practice. A single drop pipe for driven 
wells is permitted in 16 states, denied in 11 
states, and allowed with limitation or not 
recommended in 3 states. Two states have no 
specific requirement, and 2 did not clearly 
indicate the requirement. 

Only 9 states permit well pits, 11 do not 
allow them, 5 allow pits only when suitably 
drained and protected, 8 states specifically do 
not recommend the use of pits, while one has 
no specific requirement. 

Favored casing materials are best shown by 
the following: 

Type of Driven Drilled 

Casing Material Wells Wells 


Concrete 0 1 
Steel 17 21 
Wrought Iron 12 13 
Galvanized Iron 7 3 
No Specific Requirement 10 8 

3 2 


Data Lacking 


It is apparent that there is a wide 
variation in requirements, authority, 
and supervision in respect to private 
water supply. While the committee 
holds no brief for standardization in 
minute detail, there does appear room 
for a more widespread agreement than 
is shown in these data. Moreover, it is 
noticeable that the practices for private 
wells and F.H.A., are in many instances 
at variance. It is not always possible 
to refer to one of the state F.H.A. bulle- 
tins and feel secure in the knowledge 
that the same standards will be followed 
in non-F.H.A. installations. It is also 
the understanding of the committee that 
the interpretation of standards as they 
may exist will vary among local health 
departments in any given state. This 
too is desirable provided the bases of 
variation are sound practice and proven 
fact. 

II. Rating system for rural ground 
water supplies. 

The committee, at the request of the 


Engineering Section Council, has taken 

preliminary action in the development 

of a rating system for rural ground 

water supplies. The following is a 

progress report on that subject. 

1.Only a few states have made any 
concerted attempt to rate rural ground 
water supplies. The committee has a 
smattering of information at hand con- 
cerning such ratings and invites any 
local or state health department which 
has developed such forms to send them 
to the chairman of this committee. 

The states of Tennessee, Minnesota, 
and Texas have proffered rating sched- 
ules to the committee which are appli- 
cable to public systems and which may 
be used in a limited fashion for the 
smaller and less complicated rural water 
supply. 

The Public Health Service, about 
1941, developed a one page rating system 
patterned along the lines of defect check- 
ing utilized in milk plant, dairy farm, 
and restaurant sanitation check forms. 

2. The committee is not at the present 
time in agreement on any proposal for 
a rating form which has practicality or 
applicability. Rather we have discussed 
5 questions and solicit opinions on these 
questions from those who must face the 
problem of rural water supply sanitation. 

The questions are: 

a. What is the purpose of a rating sched- 
ule or of a rating system? 

b. Should rating standards be so weighted 
that the absence of a particular im- 
portant feature makes the particular 
water supply facility substandard? 

c. Should the rating be based on what 
might be termed a median with plus 
values for improved facility above a 
given standard and minus values for 
facilities not meeting a given stand- 
ard? 

d. Should a rating system be based on 
perfection as 100 per cent with deduc- 
tions for anything less than satis- 
factory? 

e. What are the particular critical items 
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of rating which should be considered 
by our committee? 
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HE Subcommittee on Field Training 
herewith submits for your approval 
the report of its work for the current 
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SUBCOMMITTEE PROGRAM PROGRESS 

The subcommittee originally proposed 
a four year study of the wide area of 
sanitation field training, according to 
the following time-table: 


1. 1949—Development of a broad basic out- 
line covering the specific aspects of the study. 
Portions of the outline to be studied in detail 
for presentation as progress reports in 1950 and 
1951. This basic outline, covering 13 broad 
aspects of sanitation field training, was devel- 
oped and approved by the Committee on 
Training. 

2. 1950—Study and the development in re- 
port form of a major number of the items in 
the basic outline. This has been accomplished 
and is offered as the contribution of the sub- 
committee for the current year. 

3. 1951—Further study and development of 
the items in the basic outline. This activity 
will require joint considerations by the three 
subcommittees of the Committee on Training. 
This study will go forward and will be sub- 
mitted as a progress report next year. 

4. 1952—Completion of the study and the 
preparation of a final report covering the 13 
aspects of sanitation field training included in 
the broad basic outline. Judging by the wide- 
spread interest in the progress reports of the 
subcommittee to date, the final report should 
serve as a valuable tool for the guidance and 
orderly development of sanitation field train- 
ing programs. 


SUBCOMMITTEE REPORT FOR 1950 
With the encouragement and assist- 
ance of the W. K. Kellogg Foundation, 


the University of North Carolina School 
of Public Health sponsored a working 
conference on sanitation field training, 
held in Chapel Hill during the period 
April 25-28, 1950. Twenty-nine repre- 
sentatives of 13 states, the Public Health 
Service, the W. K. Kellogg Foundation, 
the University of Massachusetts, and the 
U.N.C. School of Public Health partici- 
pated in the working sessions. Reports 
and recommendations were prepared on 
the following subjects: 

1. Objectives of Field Training for Sanita- 
tion Personnel 

2. Types of Sanitation Personnel To Be 


Trained 
3. Existing Patterns of Field Training for 


Sanitation Personnel 

4. Types of Field Training for Sanitation 
Personnel 

5. Principles and Practices of Field Training 

6. Criteria for Field Training Areas 

7. Administrative and Codéperative Rela- 
tionships and Responsibilities of Agencies Con- 
cerned With Field Training Programs for San- 
itation Personnel. 

These studies and recommendations 
were released in July, 1950, as the re- 
port of the “First Nationwide Working 
Conference on Sanitation Field Train- 
ing.’”’ Reproduced mimeographed copies 
of the original bound report have been 
made available as the contribution of 
the subcommittee for 1950. The report 
follows. 

Committee on Training 
S. TIsDALE, Communicable 
Disease Center, U. S. P. H. S., 

Atlanta, Ga., Chairman 


Summary of this report presented at Seventy-eighth Annual Meeting, American Public Health 


in St. 
Health, University of Michigan, Ann Arbor, Mich. 


Louis, October 31, 1950. Comments should be addressed to William C. Gibson, School of Public 


* Report of the Subcommittee on Field Training of the Committee on Training. 
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First Nation-Wide Working Conference 


on 


° Sanitation Field Training 


Bhs is the report of the First Na- 
tion-wide Working Conference on 
Sanitation Field Training. It is a record 
of the combined efforts of a widespread 
group to begin to shape in an orderly 
manner the recognized elements of field 
training practice into a successful pat- 
tern for sanitation workers. 

Field training for public health work- 
ers is not a new endeavor. It has been 
generally accepted that the adequate 
preparation of public health workers re- 
quires not only formal academic training 
but also guided opportunities to study 
and to participate in the field applica- 
tion of the principles and practices of 
public health. 

Field training has been incorporated 
as a part of the formal education of pub- 
lic health nurses and public health edu- 
cators for some time. It is an optional 
elective at present in several schools and 
universities for sanitation and other pub- 
lic health students. The time is no doubt 
close at hand when field training will be 
integrated with academic programs in 
the curricula for all public health stu- 
dents in accredited schools and univer- 
sities. 

An increasing number of states are 
developing field training programs. One 
report indicates that programs of some 
kind were conducted in 42 states in 
1947 by official and voluntary health 
agencies. This growth is indicative of 


the needs which exist for further training 


of public health workers, including san- 
itation personnel. 

It is generally recognized that sanita- 
tion field training programs throughout 
the country present a wide variety of 
patterns and methods. A real need ex- 
ists for means to exchange and evaluate 
techniques, plans, and programs, in 
order to bring about a wider understand- 
ing of basic principles and time-tested 
practices for the accomplishment of 
accepted field training objectives. 

To this end, and with the encourage- 
ment of the W. K. Kellogg Foundation, 
the School of Public Health sponsored 
the Working Conference as an explora- 
tory measure to determine if worthwhile 
results could be obtained by bringing 
together a widespread group interested 
and active in the conduct of sanitation 
field training programs. Ten of the 
states invited to send a representative 
were those to which financial grants 
have been made by the W. K. Kellogg 
Foundation for assistance in the develop- 
ment of field training programs. 

Twenty-nine representatives of 13 
states, the Public Health Service, the 
W. K. Kellogg Foundation, the Univer- 
sity of Massachusetts, and the Univer- 
sity of North Carolina School of Public 
Health met in Chapel Hill for four days 
in late April, 1950. They established 
the Working Conference objectives and 
agenda, and developed a plan of action. 
Small committees prepared progress 
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reports on agenda topics for discus- 
sion by the Conference group. Final 
reports and recommendations were de- 
veloped as the results of group expres- 
sion. 

Much was accomplished in committee 
and group work, largely because of the 
willingness of each participant to share 
his experiences and to participate freely 
in the discussions. The Working Con- 
ference was a real learning experience 
for all. The results are believed to be 
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a sound forward step in the orderly anal- 
ysis of sanitation field training problems. 

To all those who attended and par- 
ticipated in the Working Conference, 
the School of Public Health expresses 
its thanks. To the committee consult- 
ants, chairmen and secretaries, to the 
“Roving Consultants”: Drs. Kinde, Mc- 
Gavran, and Mountin, and to the dis- 
cussion leaders, the Department of 
Field Training acknowledges its grat- 
itude. 


TOPIC: “ Objectives of Field Training for Sanitation Personnel ” 


SCOPE OF TOPIC: To define the gen- 
eral and specific objectives of field train- 
ing for sanitation personnel. 

CONFERENCE REPORT AND 
RECOMMENDATIONS: 
A. General Objectives 
1.To guide the individual into a 
community health program with a 
minimum expenditure of time and 
funds. 
2.To provide opportunities under 
supervision to study and to par- 
ticipate in the field application of 
the principles and practices of 
public health. 
.To develop confidence and _ skill 
in the analysis and solution of 
public health problems. 
4.To broaden concepts of public 
health. 
.To stimulate continued profes- 
sional growth and development. 
B. Specific Objectives 
1.To develop an understanding of 
the purposes, organization, and 
functions of a local health depart- 
ment. 
2.To appreciate the functions and 
to learn te use the resources of 
official and nonofficial local agen- 
cies, such as: the Board of Health, 
the County Agricultura! Agent, 
the Medical Society, civic and fra- 
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ternal organizations, service clubs, 
etc. 

.To develop familiarity with the 
functions and the relationships of 
state and federal agencies to local 
health departments; i.e., state de- 
partments of health, agriculture, 
education, conservation, etc.— 
The Public Health Service, Chil- 
dren’s Bureau, Fish and Wild Life 
Service, etc. 

4.To develop a realization of the 
relative importance of the environ- 
mental sanitation program in the 
total community health program. 

. To learn to apply basic principles 
and theory to the analysis and 
solution of community sanitation 
problems. 

6. To develop ability to measure and 
approach sanitation problems in 
their priority order of importance 
to the total community health 
needs. 

7.To develop an understanding of 
the continuing need for community 
education, group planning, and 
participation for the solution of 
community sanitation problems. 

8. To develop skill in the use of the 
inspectional procedure as an edu- 
cational technique. 

9.To develop an appreciation of the 
value of “service giving” in obtain- 
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ing codperation and accomplish- 

ments by rendering direct tech- 

nical aid and advice on specific 

problems—such as assistance on 

the lay-out of a restaurant kitchen, 
establishing a grade-line for a 
septic tank installation, etc. 

10. To improve skills, under guidance, 
in dealing tactfully and effectively 
with the public in making inves- 
tigations, interpreting problems, 
preparing written reports and cor- 
respondence, and making oral pre- 
sentations before groups. 

11.To develop an increasing knowl- 
edge of federal, state, and local 
health laws, ordinances, and regu- 
Jations, and to learn their appli- 
cation in the solution of health 
problems. 
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12.To develop ability to evaluate 
critically existing methods in meet- 
ing the changing needs of commu- 
nity sanitation. 

13. To develop an appreciation of the 
value of records for determining 
progress and evaluating health 
status, and to develop skills in the 
collection and analysis of record 
and survey data. 

14. To learn to work as a member of 
the health department staff team. 

15. To develop an appreciation of cur- 

rent social and economic problems 
related to public health. 

V. C. Rererson, Chairman 

C. R. BARDEN 

O. C. CARTER 

E. T. CHANLETT 

J. M. Hepter, Consultant 


TOPIC: “ Types of Sanitation Personnel To Be Trained ” 


Scope oF Topic: The full develop- 
ment of all training programs, academic 
and field, must take into consideration 
the types of personnel to be trained— 
that is, their previous training and ex- 
perience, as well as their present needs 
and abilities, all in light of the type of 
position to be held and the nature of 
the job to be done by the person being 
trained. 

When one studies the personnel situ- 
ation in the field of public health sani- 
tation throughout the United States, one 
is amazed at the variation in educational 
requirements for apparently similar po- 
sitions. These requirements range from 
less than high school graduation to com- 
pletion of a year of graduate study in 
a school of public health. 

Many states justify their low educa- 
tional requirements for sanitation per- 
sonnel on the basis of the shortage of 
workers with higher qualifications. No- 
body can deny that tremendous short- 


ages existed during the war years and 
that standards had to be lowered if 
positions were to be filled. Leading prac- 
titioners in sanitation realize that these 
conditions do not prevail today. 

Many states in the last year or two 
have revised upward their merit system 
educational requirements for sanitation 
personnel. Others are studying their 
problems and needs in the same light. 

Wishing to be wholly realistic about 
the matter of types of sanitation person- 
nel to be trained, the Conference recog- 
nized that the hope of the present and 
the future for improved sanitation prac- 
tice was inseparably tied to the adequate 
preparation and training of personnel 
recruited. The continuous recruitment 
of personnel with inadequate preparation 
is a vicious cycle leading to chaos in san- 
itation practice, even with inservice pro- 
grams designed to provide stopgap 
training. 

The Conference recognized a tremen- 
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dous need for sanitation personnel with 
adequate academic preparation inte- 
grated with suitable field training in 
order to meet current and future de- 
mands of states with sound personnel 
policies. These types of personnel are 
listed below. 

Realizing the continuous need in 
some organizations for numbers of sub- 
ordinate personnel, the classification of 
“Sanitary Inspector” is included below 
with the full understanding that this 
type of worker should perform only 
under adequately trained supervisory 
sanitation personnel. 

The Conference recognized that a 
real need exists for training programs 
for those employees without adequate 
academic preparation who were re- 
cruited into sanitation programs during 
the war years. These workers have 
been classified as “War Emergency Per- 
sonnel” in the Conference report below. 
The further recruitment of such workers 
is not believed to be sound or justifiable. 

The recommendations of the Con- 
ference for details of the field and in- 
service training programs for personnel 
listed below are to be found in the Con- 
ference report on “Types of Field Train- 
ing for Sanitation Personnel.” 


CONFERENCE REPORT AND 
RECOMMENDATIONS: 
A. Trained Personnel to Meet Current 
and Future Needs 
1. Engineer 
Academic Preparation: Graduate of 
full four year course leading to 
baccalaureate degree in engineering. 
Eligible for admission to examina- 
tion for licensure to practice pro- 
fessional engineering in state of em- 
ployment. 


Field Training: 12 weeks super- 


vised field experience. 
2. Public Health or Sanitary Engineer 


B. Untrained Personnel 


_ 
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Academic Preparation: Graduate 
of full academic year of graduate 
study in public health or sanitary 
engineering in addition to above 
academic requirements for “Engi- 
neer.” 

Field Training: 12 weeks super- 
vised field experience. 


. Sanitarian 


Academic Preparation: Graduate 
of full four year course leading 
to baccalaureate degree from recog- 
nized college or university accred- 
ited by the American Association 
of Universities, with major study in 
sanitary science (preferable) or the 
physical and biological sciences. 
Additional formal academic training 
in public health and sanitation de- 
sirable, leading to title of “Profes- 
sional. Sanitarian.” 

Field Training: 12 weeks super- 
vised field training. 

for Selected 
Subordinate Positions 


. Sanitary Inspector 


Minimum Academic Preparation: 
Graduate of full four year course 
leading to high school diploma. 
Minimum Special Job Training: 12 
weeks inservice apprenticeship 
training plus topical short course 
programs. 


. War Emergency Personnel 


Minimum Academic Preparation: 
Graduate of full four year course 
leading to high school diploma. 
Minimum Special Job Training: 
12 weeks inservice apprenticeship 
training plus topical short course 
programs. 

L. A. BrapLey, Chairman 

H. G. Barty 

B. R. FRANKLIN 

P. G. STEVENSON 

J. M. Jarrett, Consultant 

E. S. Tispate, Consultant 
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TOPIC: 


Personnel ” 


Scope oF Topic: Complete and re- 
liable information on existing patterns 
of field training for sanitation personnel 
is apparently not readily available. 
Existing survey data are incomplete. It 
is hoped that the studies of public health 
training programs now being conducted 
by the Public Health Service may be 
broadened to include field training 
activities. 

A complete overview of existing pat- 
terns is desirable in understanding and 
evaluating current methods in the ad- 
ministration and conduct of field train- 
ing programs. 

In addition to reports of individual 
state field training programs, the fol- 
lowing references are helpful in under- 
standing the nature and scope of past 
and current activities: 

1.“Field Training for Public Health 

Workers,” Bureau of States Serv- 
ices, Public Health Service. (A pre- 
liminary report of the 1947 study 
of field training programs.) 
. “Field Training for Public Health 
Personnel In the Michigan Com- 
munity Health Project,” W. K. 
Kellogg Foundation. (A report of 
the training methods used in seven 
training center county health de- 
partments. ) 

3.“Field Training of Public Health 

Workers: 1946-1949,” Training 
Division, Communicable Disease 
Center, Public Health Service. (A 
report of the activities of the Train- 
ing Division in assisting states with 
field training programs.) 

The survey conducted of the existing 
patterns of field training for sanitation 
personnel used by the states and agencies 
represented at the Conference provided 
further insight into current methods in 
use, 

The Conference report given below is 
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“Existing Patterns of Field Training for 
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Sanitation 


an effort to summarize the most ap- 
parent patterns of field training for san- 
itation personnel. It was recognized 
that the summary may be incomplete be- 
cause of the absence of information on 
many of the programs in operation. 
Reference 1 above indicates that official 
and voluntary health agencies in a total 
of 42 states were being utilized during 
1947 as field training centers for public 
health workers. Full details of these 
programs as they may have applied to 
sanitation personnel were not available. 


CONFERENCE REPORT AND 
RECOMMENDATIONS: 
A. Centralized Training Plan 
1. State Center 
Single health department center 
used for all field training activities. 
Special training staff and facilities 
provided by state funds. General- 
ized and specialized training pro- 
grams conducted by special staff, 
health department staff, and se- 
lected state health department 
personnel. Field experience pro- 
vided through affiliated local health 
department. Program usually ad- 
ministered at state level and super- 
vised at local level. 
2. Regional Center 

Centralized station serving groups 
of states. Usually co6perative en- 
terprise between Public Health 
Service, states, university, and one 
or more local health departments. 
Fulltime staff provided by Public 
Health Service. Facilities and 
supplementary staff usually pro- 
vided by codperating health agen- 
cies. Generalized and specialized 
training programs conducted. Field 
experience provided through affil- 
iated local health departments. Pro- 
gram usually administered by 
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affiliated local health department or 

university and supervised by resi- 

dent training staff. 
B. Decentralized Training Plan 
1. State Centers 

Multiple local health departments 

used for field training activities. 

Staff and facilities usually supple- 

mented by state funds. Generalized 

training program conducted by 
staff of local department. Field ex- 
periences closely developed around 
basic service programs. Program 
usually administered at state level, 
with guidance of overall advisory 
committee, and supervised at local 
level. 

C. Types of Programs Conducted 
1. Generalized 

a. Supervised field experience pro- 
grams for graduate engineers and 
sanitarians without formal aca- 
demic training in public health. 
Usually 12 weeks in length. 

b. Supervised field experience pro- 
grams for graduate engineers and 
sanitarians with additional for- 
mal academic training in public 
health, sanitary engineering, 
and/or environmental sanitation. 
Usually 12 weeks in length. 

c. Apprenticeship programs for new 
workers without academic prep- 
aration. Usually 9 to 12 months 
in length. 


d. Orientation programs combin- 
ing didactic and field work for 
new workers without academic 
preparation. Vary from 3 to 12 
weeks in length. 

e. Orientation-Field Practice pro- 
grams for experienced workers 
without academic preparation. 
Usually 8 weeks in length. 

2. Specialized 

a. Didactic-Field Practice topical 
short course programs. In addi- 
tion to many of these and other 
topical types of courses con- 
ducted by individual states, reg- 
ularly scheduled courses of this 
nature are conducted by the Pub- 
lic Health Service in insect and 
rodent control, housing hygiene, 
stream pollution, radiological 
safety, water, milk, and food 
laboratory practice, etc. Vary 
from days to weeks in length. 

b. Miscellaneous types of continu- 
ation education, refresher and in- 
service programs. Vary from 1 
day to 1 week in length. 


T. B. Muse, Chairman 

M. L. GRANSTROM 

O. R. Lyons 

T. SHEPARDSON 

D. Succs 

W. P. Ricuarpson, M.D.., 
Consultant 


TOPIC: “ Types of Field Training for Sanitation Personnel ” 


Scope or Topic: The Conference 
recognized that field training must be 
kept separated in our thinking from 
academic or didactic training. Although 
it is necessary and expedient in many 
situations to give such academic or 
didactic instruction concurrently with 
field training and as a part of the same 
program, it is important to separate the 
two components in our considerations 
of field training. 


Twelve weeks was considered by the 
Conference as the minimum period for 
a satisfactory field training program, and 
when didactic work is included the time 
planned for it should be additional. 

The Conference accepted in principle 
the several types of field training recog- 
nized by the A.P.H.A. Committee on 
Professional Education. It was felt that 
the broad objectives of all these types 
of field training are the same and that 
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the principle differences are in the em- 
phasis and time distribution. 

Accordingly, the Conference set up 
the specifications of a field training pro- 
gram deemed reasonably adequate to 
meet the requirements of the types of 
workers recommended in the Conference 
report on “Types of Sanitation Person- 
nel To Be Trained,” showing suggested 
time allocation to the various elements 
of the field training experience. 

It was recognized that all field train- 
ing programs should be flexible enough 
to allow the adjustments necessary to 
meet the individual needs of the trainee 
as determined by previous training and 
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experience, demonstrated abilities dur- 
ing the field training period, and the 
specific position for which he is being 
trained. 

The Conference agreed that it is not 
advisable at this time to set forth such 
a standard plan of field training for per- 
sonnel with public health experience but 
inadequate academic preparation. The 
individual needs of these workers should 
be analyzed and the program plan de- 
veloped and adjusted accordingly. 


CONFERENCE REPORT AND 
RECOMMENDATIONS: 
Given as chart presentation below. 


Types OF TRAINING FOR SANITATION PERSONNEL 


Elements of Field Training ? 


Responsible 
Types of Participation Participation Participation Special 
Personnel (Immediate (Close General (Gen. Didactic 
to be Trained 1 Orientation Observation Supervision) Supervision) Supervision) Training 
Engineer a,b,c,d,e (+2)* f,g,j (+3) * g (+2) * g (+3) * h (+2) * 
Public Health or 
Sanitary Engineer b,c,de (+2)  f,g,j (+2) g,j (+2) g.i,j (+2) h,j (+4) 
Sanitarian a,b,c,d,e (+2) f,g,j (+3) g (+2) g (+3) h (+2) 
(Professional 
Sanitarian) b,c,dje (+2) f,g,j (+2) g,j (+2) g,i,j (+2) h,j (+4) 
Sanitary Inspector a,b,c,dje (+2) f,g,j (+4) g,i (+3) g,i (+3) (+6) * 
War Emergency 
Personnel Special Inservice Apprenticeship Training (Minimum 12 weeks) (+6) * 


Code Used in Chart 


a. Public health philosophy 
b. Public health organization 
c. Public health programs 
d. Activities of other staff members 
e. Community agencies and resources 
* Time in weeks, i.e. (+ 2), is 2 weeks, etc. 
(1) See Conference report on 


f. Health education activities 

g. Environmental sanitation activities 
h. Planning and conducting programs 
i. Emphasis on job specialty 

j. Specialized operations 


“Types of Sanitation Personnel to be Trained.” 
(2) See Conference report on “ Principles and Practices of Field Training.” 


When all of these elements are 


included in the training program, it is recognized as “‘ Supervised Field Experience.” 


T. B. Muse, Chairman 
M. L. GRANSTROM 
O. R. Lyons 


T. SHEPARDSON 

D. 

W. P. Ricuarpson, M.D.., 
Consultant 


TOPIC: “Principles and Practices of Field Training ” 


Scope or Topic: Recognizing the ex- 
isting wide diversity in methods of field 
training for sanitation personnel, the 
Conference tackled the task of establish- 
ing suggested principles and practices to 


guide in the more uniform development 
and improvement of present and future 
programs. 

The recommendations listed below re- 
flect the varied experiences of the Con- 
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ference members in the conduct of field 
training programs for sanitation person- 
nel, and represent the results of group 
thinking in defining desirable principles 
and practices to meet the stated objec- 
tives of these programs. 

Although the principles and practices 
outlined below were recognized to apply 
generally to the several types of field 
training defined by the A.P.H.A. Com- 
mittee on Professional Education, they 
were developed particularly with the 
“supervised field experience” type of 
training primarily in mind. It was ac- 
cepted that the paramount need at pres- 
ent and in the immediate future was 
for field experience programs designed 
to guide sanitation personnel with aca- 
demic training into community health 
programs. 


CONFERENCE REPORT AND 
RECOMMENDATIONS: 
A. Principles 

1. Supervised field experience should 
be provided only for the graduate 
engineer and the graduate sani- 
tarian. Other recognized types of 
field training may meet the needs 
and abilities, of personnel with less 
training. 

2.An academically qualified person 
without public health sanitation 
experience should receive general- 
ized sanitation field training. 
“Generalized” shall mean the rec- 
ognized components of a sanita- 
tion program, such as those in- 
cluded in the A.P.H.A. Sanitation 
Evaluation Schedule. 

3. The training should be conducted 
as an integral part of the sanita- 
tion program of a well rounded 
health department, and should be 
under the immediate direction of 
the supervisor of sanitation. 

4. The service program conducted by 
the local department should in- 
clude all the elements necessary 
and recommended by the state 


health authority for a well rounded 
program. The program should be 
continually improved. 

5.Operation of the service and 
training programs should be done 
in such a way that neither re- 
duces the effectiveness of the 
other. 

6. The field training period for the 
trainee with academic preparation 
as indicated in 1 above, should not 
be less than 12 consecutive weeks. 
Upon satisfactory completion the 
accomplishment should be such 
that the trainee is capable of 
assuming responsibilities under 
supervision. 

7. Training patterns should be de- 
veloped to as great an extent as 
possible through group planning. 

8. The training should be developed 
with consideration to the individ- 
ual needs and abilities of the 
trainee. 

9. Academic and field training should 
be integrated. 

10. Applicants for training should be 
carefully selected. 

11. Necessary additional facilities and 
personnel to meet training needs 
should be furnished to the training 
center. 

B. Practices 

Basic Training Procedures Applied 
Prior To Arrival of Trainee. Staff Prep- 
arations: 

1. Preparation of community 

2. Preparation of health department 
staff 

3. Preparation of trainee 

4. Program plan completed 

5. Facilities prepared 

6. Housing for trainee arranged 

7. Travel for trainee arranged 

8. History of trainee reviewed 

Basic Training Procedures Applied 

During Orientation Period. Orientation 
of Trainee to: 

1.Training center structure and 
facilities 


. Staff 

3. Training policies (hours, vehicle 
use, leave, etc.) 

4. Health department service pro- 

gram 

. Community 

. Official and nonofficial agencies 

. Health department procedures and 

policies 

8. Specific sanitation elements in the 
training program 

Basic Training Procedures Applied 


through Field Experiences (Observation 
and Participation) : 


1.Trainee group observation and 
discussion of establishments 
and/or installations, conducted by 
training supervisor. 

2. Individual trainee observations of 
procedures at establishments 
and/cr operations, conducted by 
sanitation staff members. 

3. Trainee applies procedures pre- 


viously observed, under direct 
supervision of sanitation staff 
members. 


4. Trainee applies procedures alone 
followed by conference with train- 
ing supervisor. 

5.Trainee analyzes program 
written and oral reports. 

Basic Training Procedures Applied 


by 


throughout the Course: 


1.Planned individual conferences 
between trainee and training su- 
pervisor. 

2. Instruction in the analysis of an 
area and in the development of 
necessary sanitation programs. 

3. Development of ability to plan, 
accomplish, and evaluate work by 
example and by opportunity to do 
so under supervision. 

4. Familiarity with programs not 
operating in training area is ac- 
complished by special trips, read- 
ing assignments, audiovisual aids, 
visiting lecturers, etc. 

5. Periodic and final evaluation of 

trainee by training supervisor. 
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6. Final 


report and evaluation of 
training program by trainee. 


Special Training Techniques Applied 
through Field and Office Experiences: 


w 


uw 


. Group 


. Trainee 


. Group conferences of trainees and 


selected staff members to discuss 
field work problems, special 
projects, report on assigned read- 
ings, etc. 

conferences of trainees 
(nursing, health education, ad- 
ministration, sanitation, etc.) to 
discuss matters of mutual interest. 


. Trainee participation in general, 


divisional and administrative staff 
conferences. 

Trainee planned talks to staff or 
community group and _ participa- 
tion in group discussions. 
preparation of news 
articles, radio releases, literature, 
exhibits, etc. 


. Planned work experience for train- 


ees, such as: building septic tank, 
assisting in operation of pasteuri- 
zation plant or food processing 
plant, etc. 


. Trainee preparation and use of 


maps, graphs, flow diagrams, etc. 


.Conduct of special projects by 


trainee, such as: watershed sur- 
vey, cross-connection survey, uten- 
sil swab-testing, etc. 

Trainee experience in use of train- 
ing aids, such as: audiovisual and 
photographic equipment, etc. 


. Planned trainee experiences in the 


use of the public health laboratory 
and in the interpretation of lab- 
oratory reports. 


Oral and written quizzes to test 


trainee comprehension and to pro- 


mote group discussion of quiz 
questions and answers. 
.Confidential trainee reports to 


state director of sanitation field 
training, giving personal impres- 
sions, comments, and evaluation 
of specific training procedures and 
experiences. These reports are 
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recognized as a means of enabling 
the trainee to think about and 
record his reactions to his training 
experiences. 
R. F. Ciapp, Chairman 


TOPIC: 


Scope oF Topic: The Conference 
recognized the necessity for certain 
standards to serve as a guide in the de- 
velopment of field training areas for 
sanitation personnel. It agreed that the 
minimum standards established by the 
A.P.H.A. Committee on Professional 
Education (1947) were acceptable in 
principal as long-range criteria but that 
they were somewhat idealistic for gen- 
eral use at present and in the immediate 
future. 

Currently, increased interest and ac- 
tivity have centered around the matter 
of field training, due to the necessity for 
developing and approving residency 
training programs for physicians in pub- 
lic health seeking specialty certification 
by the American Board of Preventive 
Medicine and Public Health, Inc. Fur- 
thermore, an increasing interest in field 
training has been shown by state depart- 
ments of health, schools of public health, 
and universities training potential public 
health workers. The desirability of pro- 
viding opportunities for further study 
and to apply in the field the principles 
learned in the classroom is becoming in- 
creasingly apparent to these agencies and 
to public health students. 

The need was recognized for some- 
what modified criteria which would per- 
mit the development and approval of 
suitable field training areas to meet cur- 
rent demands. 

It was further felt that it would be 
desirable during the present time of ex- 
panding interest in field training to have 
close agreement between the various 
professional groups in the matter of cri- 


“Criteria for Field Training Areas 


S 

T. H. WALL 

J. A. WESTBROOK 

C. J. Witcox 

H. H. Hasson, Consultant 


teria for field training areas for public 
health workers. 

Accordingly, the Conference studied 
and accepted in principle, with slight 
modifications, the ‘Desirable Character- 
istics of a Field Training Area for Public 
Health Personnel” as defined by the Ann 
Arbor Conference on Accreditation of 
Field Training Areas (1950). It was 
felt that these interim criteria could be 
met reasonably by areas to be approved 
for sanitation field training. 

The Conference report on Criteria for 
Field Training Areas, given below, is 
essentially the report of the Ann Arbor 
Conference with minor modifications de- 
signed to identify it more specifically 
for sanitation workers. 


CONFERENCE REPORT AND 
RECOMMENDATIONS: 

1. Director of Field Training at state 
or local level responsible for the 
state or local program, with admin- 
istrative public health experience 
and with educational qualifications, 
aptitude and enthusiasm. 

2. Training program developed and 
recommended (to responsible 
agency) by state and/or local ad- 
visory committee representative of 
the educational, professional, and 
service interests concerned. 

3. Consultative services to be available 
through state or other sources to 
supplement local staffs in basic and 
specialized public health fields. 

4. Local health departments with well 
established broad programs of serv- 
ice exhibiting better than average 


performance; directed by full-time 

medical health officers, well quali- 

fied and eager to make the depart- 

ments effective for the public and 
for teaching, and with staffs ade- 
quate to provide above average 
routine services; serving popula- 
tions suitable in size and character 
to offer example and field exper- 
iences in all of the basic functions 
of local health departments; facili- 
ties appropriate for efficient and 
economic local health services. 

.Responsibility for administration 
of the field training programs at 

the local level to rest with the local 

medical officer of health and his 
staff. 

6. Distributed fields of training out- 
side of local health departments to 
be the responsibility of the state 
health department, and to meet 
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qualifications similar to those listed 
under 4 as to personnel, perform- 
ance, and facilities, both in official 
and voluntary agencies and in gen- 
eral or specialty fields of public 
health. 

. The field training period for sani- 
tation personnel should be of not 
less than 12 weeks duration—the 
distribution of time to be consistent 
in curriculum principles agreed 
upon by the state advisory com- 
mittee and covering all phases of 
the environmental sanitation pro- 
gram. 


L. A. BRADLEY, Chairman 
H. G. Batty 

B. R. FRANKLIN 

P. G. STEVENSON 

J. M. JARRETT, Consultant 
E. S. TIspALE, Consultant 


TOPIC: “ Administrative and Codperative Relationships and Respon- 
sibilities of Agencies Concerned with Field Training Programs for 


Sanitation Personnel ” 


Scope oF Topic: In the light of the 
experience of the Conference members 
it seemed desirable to highlight certain 
successful administrative patterns. it is 
recognized that certain of these items are 
included in the Conference report on 
“Criteria for Field Training Areas.” 
However, the nature of the items in re- 
spect to the subject topic and the quali- 
fying remarks make some repetition and 
expansion desirable here. 

The successful conduct of field train- 
ing programs requires the cooperative 
efforts of a number of agencies and 
groups. Effective program planning and 
good administrative practice make it 
essential to recognize and utilize the full 
resource value of these groups, and to 
indicate the functional capacity of each 
in the overall program. 


The Conference studied the recom- 
mendations made for “Responsibilities 
of Various Agencies” by the A.P.H.A. 
Committee on Professional Education in 
its 1947 report on “Field Training of 
Public Health Personnel” and agreed in 
principle with the enumerated points. 
Specific suggested responsibilities of edu- 
cational institutions, the Public Health 
Service, voluntary and other agencies 
are listed below for particular emphasis. 


CONFERENCE REPORT AND 
RECOMMENDATIONS: 

A. Advisory Committee on Field Train- 
in 

1.May be subcommittee of broad 

overall Advisory Committee on 

Field Training or part of member- 

ship of such overall committee. 
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2. Responsible for recommending poli- 
cies and procedures related to plan- 
ning, content, conduct, guidance, 
coérdination, evaluation, and 
trainee selection for all sanitation 
field training programs. 

3. Minimum membership to be repre- 
sentative of: 

a. Educational institutions provid- 
ing instruction in public health, 
sanitary science or sanitary engi- 
neering and preferably those 
using subject field training facili- 
ties. 

b. State director of sanitation field 
training. 

c. Local units participating in the 
field training programs. 

d.Other official and voluntary 
agencies participating in the field 
training programs. 

B. Administration of Sanitation Field 
Training Programs 

1. Responsibility for overall state pro- 
gram to rest with the state depart- 
ment of health. The program to 
agree in principle with the recom- 
mendations of the Advisory Com- 
mittee. 
. Responsibility for administration 
of the field training programs at 
the local level to rest with the local 
medical officer of health and his 
staff. The actual program to fol- 
low in detail the recommended pro- 
gram of the Advisory Committee as 
adopted and defined by the state 
department of health and as pro- 
moted by the state director of sani- 
tation field training. 
C. Responsibilities of Educational Insti- 

tutions 

1.To provide adequate academic in- 
struction in the fundamental prin- 
ciples and practices of public health, 
sanitary science, and sanitary en- 
gineering. 

2.To serve as research centers for 
technical problems related to en- 
vironmental sanitation and for the 


5. 


development of field training tech- 
niques. 


. To offer consultative service on the 


planning and conduct of field train- 
ing programs. 


.To assist with the codrdination of 


academic and field experiences. 


.To make available specialized in- 


structional personnel and physical 
facilities. 


. To recognize the necessity for ade- 


quate field experience, integrated 
with academic training, as part of 
the required basic preparation of 
sanitation personnel. 


D. Responsibilities of the Public Health 


Service (listed in suggested prior- 
ity order). 
To make financial grants available 
to states for the development and 
continued support of field training 
programs. 


.To train field training specialists, 


and to loan such personnel to assist 
in the development and conduct of 
state training programs, including 
teams for highly specialized train- 
ing activities. 


.To develop and make available to 


states various training materials, 
such as manuals, visual aids, 
models, exhibits, etc. 


.To assist in the development of 


regional field training programs for 
those areas where individual state 
programs are not feasible. 

To serve as research centers for the 
development of field training tech- 
niques. 


E. Responsibilities of Voluntary Agen- 


cies Interested in Advancing 
Field Training Programs 


1. To sponsor or co-sponsor occasional 


conferences with nation-wide repre- 
sentation of personnel engaged and 
interested in sanitation field train- 
ing activities in order to exchange 
ideas and experiences, to bring 
about a wider understanding of field 
training principles and procedures, 
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and to stimulate group thinking for 

the improvement of field training 

programs. 

2.To stimulate and support the 
preparation, publication, and dis- 
tribution of reports and periodicals 
on field training in order to help 
advance the sound development and 
continued improvement of pro- 
grams. 

. To offer consultative service on the 
planning and conduct of field train- 
ing programs. 

F. Responsibilities of Other Agencies 

Codperating with Health Pro- 

grams and Interested in the Ad- 

vancement of Field Training 


Ww 


YEAR Book 


Programs (official and nonofficial 
agencies, industry, etc.) 

1.To make available selected tech- 
nical, administrative, and operative 
personnel for specialized instruc- 
tion. 

2. To loan specialized equipment and 
tools and to make available selected 
facilities for demonstration pur- 
poses 


L. A. BRapLEy, Chairman 
H. G. Batty 

B. R. FRANKLIN 

P. G. STEVENSON 

J. M. Jarrett, Consultant 
E. S. TispaLe, Consultant 


Looking Ahead 


The job is not ended. In fact, it has 
just begun. 

The Working Conference conclusions 
and recommendations are not meant to 
be final answers. However, they can 
serve as guide markers to states and 
agencies pioneering in field training pro- 
grams, and to those interested in the 
improvement of present programs. They 
should be studied, tested, evaluated— 
and the deficiencies brought to light. 

Other elements of sanitation field 
training need definition and study— 
particularly those dealing with financing 
of programs and the objective evaluation 
of results. 

The true value of conferences such as 


this one, and conference reports such as 
this, will be measured in their usefulness 
in helping to improve sanitation field 
training programs. 

To this end, this report will be dis- 
tributed to each of the 48 state depart- 
ments of health and to selected agencies 
and individuals interested in field train- 
ing, including the Sections and appropri- 
ate committees of the American Public 
Health Association. 

If the response is encouraging, pe- 
riodic follow-up conferences of this 
nature should be held to speed the 
process of evolving recommended pat- 
terns of field training for sanitation 
workers. 
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Undergraduate Training” 


Engineering Section 


OUR Committee on Undergraduate 

Training submits its report of prog- 
ress made during the past year. The 
committee accepted as the purpose of its 
appointment the desire of the Section 
to define in general terms the desirable 
educational background of personnel, 
currently designated as _ sanitarians, 
working in the sanitation field of public 
health. Some confusion as to the func- 
tion and purpose of such personnel ex- 
isted at the beginning and it was re- 
ported last year, that until some clarifi- 
cation of qualifications and duties was 
made, this committee found it difficult 
to delineate any course of undergraduate 
training. During the past year, how- 
ever, numerous actions by various 
groups has greatly assisted the com- 
mittee in its deliberations and decisions. 
Especially valuable in this respect was 
the meeting called by Assistant Surgeon 
General Mark D. Hollis in January 
when educators and health officials met 
in Washington, D. C., and defined the 
needs for engineering personnel, and the 
Conference on Field Training held at 
Chapel Hill, N. C., in April. 

The committee also was aware of the 
fact that at least 9 universities and col- 
leges (University of Washington, Wash- 
ington State College, University of Cal- 
ifornia, San Jose Teachers College, Uni- 
versity of Denver, University of Okla- 
homa, University of Indiana, University 
of Massachusetts, and Rutgers College) 
were providing courses leading to a de- 
gree of Bachelor of Science in Public 
Health or Sanitation, and the University 
of Michigan was offering a similar course 
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this fall for students desiring to enter 
the public health field. 

It appeared, therefore, to the committee 
that the need to define a base curriculum 
for students desiring to enter the multi- 
phasic field of public health without 
engineering core courses was imperative. 
The many fields of sanitation of the en- 
vironment seem to definitely demand 
personnel trained in sanitary sciences 
other than those specifically included 
in the training of an “engineer.” The 
training that presently is given in engi- 
neering schools is for the purpose of pro- 
viding persons equipped to build struc- 
tures, highways, bridges, etc., to design 
water and sewerage systems and treat- 
ment works, and other well recognized 
engineering applications. There is not 
the same kind of engineering application 
in the field of environmental sanitation. 
Over a period of time the needs of pub- 
lic health have changed the concepts of 
sanitary engineering to include many 
other activities, some of which require 
proficiencies not included in an engineer- 
ing curriculum, and some wherein the 
engineering curriculum as now provided 
supplements but does not supplant the 
need for basic sanitary sciences. 

As we view the current demands of 
public health there is a nation-wide 
need for not merely trained technicians 
in specialized fields of work but for well- 
bred persons with ability and judgment 
to do a good job in working with people 
and helping them work out their prob- 
lems. 

In developing a curriculum for under- 
graduate education it is also recognized 
that completion of the course should in 
no way establish a ceiling in the educa- 
tional development of the student. It 
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should be a step in the student’s develop- 
ment which permits his acceptance of a 
responsible position and provides the 
further opportunity at a later date to 
return to school for continued education. 

Since the fields which he may turn to 
after initial experience are many, the 
undergraduate instruction should include 
sufficient laboratory work in chemistry, 
bacteriology, and the basic sciences to 
permit the individual to decide finally 
to work in the sanitary laboratory 
services, in health education, medicine, 
or engineering. 

To accomplish these objectives and 
to provide the personnel so vitally 
needed by all agencies (governmental, 
industry, and lay organizations) inter- 
ested in the sanitary control of the en- 
vironment the following curriculum is 
recommended: 


PURPOSE 

The proposed curriculum provides a 
broad basic education in the physical, 
biological, and social sciences, with con- 
centration during the junior-senior years 
in the sciences concerned with the en- 
vironment. The educational experience 
should be sufficiently broad in subject 
matter so that students are given oppor- 
tunities to become interested and later 
specialize in allied fields, such as health 
education, medicine, engineering, and the 
sanitary laboratory services. 


PROGRAM OF STUDY 

The program of study for students 

concentrating in environmental sanita- 

tion on the undergraduate level should 

involve four years and a summer of aca- 

demic work. The program should in- 
clude: 


I. General Education 
II. Concentration 
III. Supervised Field Training 


I. General Education 

The first two years of the program should 
provide a general educational experience in- 
volving the minimum number of semester 
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credit hours indicated in each of the following 
broad areas of study. 


A. English, including speech 9 
B. Mathmatics, including trigo- 


Note: It is 
that 
take 
tial calculus either as a part 
of his general education or 
during his concentration pro- 
gram. 

C. Science 
1. 


w 


D. Social Sciences and Humani- 


II Concentration 
The concentration program during the jun- 
ior-senior years should include: 


A. Additional Science 

. Sanitary bacteriology 4 
. Organic chemistry 

. Fundamentals of entomol- 


B. Introductory courses concerned 


C.A series of courses concerned 


. Physics, including mechan- 


. Biology, including general 


Minimum 
sem. Credit 
Hours 


nometry and analytical ge- 
ometry 6 
recommended 
the student plan to 
integral and differen- 


Chemistry, including gen- 
eral inorganic and quali- 
tative 8 


ics, sounds, heat, light, 
and electricity 6 


zoology and introductory 
bacteriology 6 


ties, including psychology, 
economics, sociology, his- 
tory and/or political sci- 
ence 12 


Credit 
Hours 


ogy and/or parasitology 
applicable to vector and 
pest control 3 


with the basic principles 
involved in health practice, 
namely, health administra- 
tion, communicable disease 
control, biometry, and 
health education, and pre- 
sented in a manner to pro- 
vide adequate orientation 
in public health science 8-12 

(Recom- 
mended) 


with the study of environ- 
mental factors affecting the 
public health and the ap- 
plication of the basic sci- 
ences of physics, chemistry, 
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and biology to the solution 

of these various problems 10 
(Recom- 
mended) 


D. Classroom and laboratory in- 
struction in the application 
of the sanitary sciences to 
solution of problems of the 
environment supported by 
appropriate field demon- 
stration of practice 10 
(Recom- 
mended ) 


Ill. Field Training 

A supervised field training experience of not 
less than 12 weeks should be required as part of 
this educational program. The field training 
experience should include orientation, observa- 
tion and active student participation in an 
operating program. 

Attention is directed to the use of the 
words “minimum number of semester 
credit hours” (I. General Education). 
The addition of further “electives” is 
necessary to provide the required credit- 
hours for graduation; such electives 
should in every case, however, be wisely 
chosen to augment the general education 
and/or the concentration in a specialized 
or general direction, dependent upon 
the student. 

Supplemental to the curriculum pro- 
posed, the committee further attaches 
its opinion as to where this education 
can be applied, both as to “scope of the 
programs,” and as to the “placement” 
and “employment opportunities for the 
graduate.” 


SCOPE OF THE EDUCATIONAL PROGRAM 

The fields of sanitation into which the 
principles covered in this program of 
study permit the student to apply his 
education include: 


A. Protection of water supplies 

B. The safe disposal of liquid and solid wastes 

€.Comprehension of sanitary problems in- 
volved in the production, distribution, and 
handling and serving of food and milk 

D. Control of insects and rodents 

E. The abatersent of nuisances 

F. Adequate and healthful housing 


Note: This list should be supplement to 
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include all phases emphasized in the in- 
struction program. 


PLACEMENT OPPORTUNITIES FOR 
GRADUATES 
Group A— 
1. General Sanitarians 
2. Milk Sanitarians 
3. Food Sanitarians 
4.In services limited to one or more fields, 
such as, industrial sanitarians, housing, in- 
sect, and rodent control, etc. 
Group B—Sanitary Laboratory Technicians. 
a.in health departments 
b.in water purification plants 
c.in sewage treatment plants 
d.in stream pollution laboratories 
e.in milk or food laboratories— 
production or quality control. 
Group C—Training Officers in Field Training 
Centers operated by federal state, or 
local health departments. 


EMPLOYMENT OPPORTUNITIES FOR 
GRADUATES 


I. Official Agencies 
A. Federal 
1. Public Health Service 
a. milk sanitarians 
b. food sanitarians 
c. field agents in insect and rodent 
control 
d. field agents in industrial hygiene 
e. training officers 
f. laboratory analysts 
2. Food and Drug Administration 
a. field agents 
b. laboratory analysts 
3. Department of Agriculture 
B. State 
1. State Department of Health 
a. general sanitarians (sanitary offi- 
cers) 
b. milk sanitarians 
c. food sanitarians 
d.technical assistants for stream 
pollution or industrial waste in- 
vestigations 
e.laboratory analysts and_ tech- 
nicians 
f. field training officers 
2. State Department of Agriculture 
a. field agents 
b. laboratory analysts 
C. Local 
1. Health Departments 
a. general sanitarians 
b. milk sanitarians 
c. food sanitarians 
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d. field agents in housing or other 
specialized activity 
e. laboratory analysts 
2. Public Works Departments 
a. water plant operators 
b. sewage plant operators 
Il. Industry 
A. Factories 
a. general sanitarians 
b. industrial hygiene sanitarian 
c. food sanitarian 
B. Milk Plants 
a. milk sanitarians 
b. laboratory analysts 
C. Restaurant, Restaurant Chains or Asso- 
ciations 
a. general sanitarian 
b. food sanitarian 
D. Public Transportation Companies 
a. general sanitarians 
III.. Educational Institutions 
a. general sanitarians 
It is recognized that there are many 
schools which are in a position to offer 
at least a portion of the proposed curric- 
ulum, particularly in the field of General 
Education. Inability to provide ade- 
quate training in the “Concentration 
Program” and acceptable field training 
facilities will tend only to defeat the 
purpose aimed at. For that reason the 
committee is sincere in appending this 
statement regarding institutional re- 
quirements. 
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INSTITUTIONAL FACILITIES REQUIRED 

Institutions planning or actually en- 
gaged in this type of instruction should 
provide a staff adequately qualified by 
education and experience to teach the 
public applications of the basic sciences 
upon which this entire program is built. 
Such institutions should be able to make 
available adequate funds, provide well 
equipped laboratories, classrooms and 
library facilities, and an approved field 
demonstration area. This committee 
visualizes that it would be extremely 
difficult for schools other than univer- 
sities and the larger colleges to develop 
such a program with depth in resources 
and personnel essential to success. 

It is the hope of the committee that 
this report will aid in the development 
of sound educational facilities and the 
supplying of acceptably trained person- 
nel for a field of employment currently 
embarrassed by a “labor shortage.” 


Joun M. Hepter, C.E., State 
Department of Health, Lan- 
sing, Mich., Chairman 

LEON A. BRADLEY 

HERBERT J. DUNSMORE 

SAMUEL H. Hopprer 

WALTER S. MANGOLD 


Water Supply- 


Engineering Section 


demu 1949 report of this committee 
was devoted largely to a review of 
methemoglobinemia based upon a na- 
tion-wide questionnaire. This report 
was published in the Year Book of the 
Association, May, 1950. This year the 
committee circularized state and terri- 
torial departments of health regarding 
this subject and also regarding water 
supply aspects of civil defense, the flu- 
oridation of water supplies, and the prac- 
tice of free residual chlorination. 


METHEMOGLOBINEMIA 
The current survey of the committee 
relative to this subject disclosed no ad- 
ditional information which would permit 
conclusions which were more definite 
than those expressed last year. Only 
two recent cases were reported for 38 
states, one in Indiana and one in Texas, 
which were associated with waters con- 
taining 80 to 100 p.p.m. and 13 p.p.m. 
nitrate nitrogen, respectively. It is very 
evident, therefore, that research is 
necessary to determine with certainty 
the safe concentration of nitrates in 
potable waters fed infants, and also what 
physiological factors underlie the ob- 
served fact that many waters having 
high nitrate content have been fed in- 
fants without methemeglobinemia de- 
veloping. 


FLUORIDATION OF PUBLIC WATER 
SUPPLIES 

The research project of water fluori- 

dation at Newburgh, N. Y., was reported 
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upon in the June, 1950, issue of the 
American Journal of Public Health. In- 
direct information pertaining to similar 
research projects at Grand Rapids, 
Mich., and Brantford, Ontario, and as to 
subsequent demonstrations elsewhere 
has disclosed that the benefits antici- 
pated by proponents of water fluorida- 
tion are beginning to be realized even 
during the first few years that treatment 
has been practised and that no unde- 
sirable effects nor technical difficulties 
have presented themselves. These favor- 
able developments have resulted in the 
preparation of policy statements toward 
water fluoridation by the American 
Water Works Association, the State and 
Territorial Dental Health Directors,+ 
and by a number of state dental associa- 
tions which support properly supervised 
water fluoridation. 

Nineteen of 38 state departments of 
health reporting have developed state- 
ments of policy which indicate that the 
fluoridation of a specific public water 
supply will be approved by the depart- 
ment when there is definite local support 
of the treatment process by dental and 
medical groups and official agencies and 
when satisfactory technical control is 
assured. Six departments are now con- 
sidering the adoption of a similar policy. 
Only one department reporting has in- 

+ Subsequent to the preparation of this report, addi- 
tional policy statements favoring fluoridation of public 
water supplies have been adopted by the American 
Dental Association, American Public Health Association, 
and the Conference of State and Territorial Health 


Officers. See A.J.P.H., p. 1590, Dec., 1950, for the 
A.P.H.A. statement. 


Organized 1922. Published Reports: A.J.P.H., Sept., 1924, Apr., 1925, Feb., 1926, July, 1927, Apr., 
1928, Feb., 1929, May, 1930, Year Books 1930-1931, 1931-1932, 1932-1933, 1934-1935, 1937- 
1938, 1939-1940, 1940-1941, 1941-1942, A.J.P.H., July, 1945, May, 1947, Feb., 1948, Year Books, 


1948-1949, 1949-1950. 
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dicated opposition to so-called medica- 
tion of potable waters. The present at- 
titude of the majority of the reporting 
departments is in contrast to the more 
conservative policy generally followed in 
the past of restricting approval to indi- 
vidual cases when research programs 
were underway and where a cautious 
attitude was adopted pending the de- 
velopment of pertinent results of such 
research. 

The Wisconsin Health Department 
has developed the most liberal policy in 
advocating the general, routine fluorida- 
tion of public water supplies. As a re- 
sult, 31 of 44 supplies now being fluor- 
idated in the 38 states reporting are 
located in Wisconsin, and 12 of about 
25 communities where the treatment is 
under consideration are located in that 
state. Independent records show that 
the total number of supplies being fluor- 
idated may be as high as 77. 

It is evident, therefore, that a more 
favorable attitude toward water fluori- 
dation is crystalizing throughout most 
of the country. 


CIVIL DEFENSE 

It is uncertain at this time just how 
urgent civil defense is, but the programs 
of the National Security Resources 
Board and of various state civil defense 
councils or commissions support the need 
for definite planning to meet the present 
unsettled international conditions. 
Health departments are confronted with 
problems of medical defense that are un- 
precedented in magnitude and complex- 
ity. Many aspects of medical defense 
involve environmental sanitation prob- 
lems which are beyond the scope of this 
report. 

The Committee on Water Supply, 
however, wishes to draw special atten- 
tion to the need of reactivating mutual 
aid water service programs which were 
generally followed during the second 
World War. Information received from 
38 state departments of health disclosed 
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that programs are under development 
in 23 states. The programs in several 
states are much further advanced than 
in others. 

This committee lacks definite informa- 
tion as to many aspects of possible 
atomic bombing and as to the interpre- 
tation of highly technical data in terms 
of practical administrative procedures 
which would serve to guide those obli- 
gated to serve safe potable water sup- 
plies during and after atomic bombing. 
It is hoped that these uncertainties will 
be clarified in the near future. It is pos- 
sible at this time, however, to conclude 
that present planning may be based upon 
the following factors: 

Atomic bombing apparently would be 
restricted to a relatively few important 
target areas. An atom bomb would com- 
pletely destroy an appreciable area and 
would partly destroy a surrounding zone 
having a considerably larger area. This 
is in contract to many small-sized dam- 
aged areas which would result from the 
use of a large number of explosive and 
incendiary bombs. 

Problems of civil defense during and 
following an atom bombing probably 
would be beyond the resources of even 
the largest municipality. Therefore, 
local planning alone will not suffice but 
mutual aid and mobile support must be 
arranged on a regional and state basis, 
with due regard to interstate codperation 
by neighboring states. 

The indications are that an air burst 
would be the type of atomic explosion 
utilized by an enemy because of the 
major damage resulting therefrom. The 
available information is to the effect 
that with an air burst hydrants would 
be destroyed within a radius of about 
one-half mile and that buildings would 
be destroyed within a radius of one to 
one and one-half miles. The service 
connections of the destroyed buildings 
and the damaged hydrants would waste 
large volumes of water. 

A major problem of local water supply 
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officials, therefore, will be to isolate the 
water distribution system in the de- 
stroyed and seriously damaged area 
through the prompt closing of appropri- 
ate valves in a way which will minimize 
the loss of water and yet maintain water 
service for fire protection in the border- 
ing zone. The public also must codp- 
erate by closing valves on house connec- 
tions whenever advanced warnings of a 
possible bombing makes this feasible. 
Unless this is done, the loss of water 
will materially exceed the capacity of 
supply conduits, pumping stations, etc., 
and fire will destroy an area much lar- 
ger than that initially destroyed by the 
bomb. 

Concern has been expressed as to the 
radioactive contamination of drinking 
water. The intensity of fall out of ra- 
dioactive materials probably would be 
small in a high air burst on a clear day, 
with winds of carrying velocity. Any 
contamination of surface water sources 
which may occur under these conditions 
would be reduced subsequently by dilu- 
tion in the water and by decay during 
the flow time from this source to the 
consumer’s faucet. The intensity of 
contamination of surface supplies and 
of their contributing watersheds would 
be substantially greater on days when 
precipitation occurs or when other 
meteorological conditions are unfavor- 
able to atmospheric dilution of radio- 
active materials released by a bomb 
burst. In any case, sources of water 
supply should be checked following the 
explosion of an atomic bomb by moni- 
toring teams to detect the presence and 
character of excessive amounts of radio- 
activity. If radioactivity is pvesent, re- 
checks should be made so long as con- 
tamination continues. This is especially 
true of terminal reservoirs connected di- 
rectly to distribution systems. 

Research to date indicates that water 
purification processes, such as chemical 
coagulation, flocculation, sedimentation, 
and filtration are quite effective in the 


removal of radioactive contamination 
from water. Radioactive materials be- 
come attached to suspended matter in 
water because of their properties and, 
therefore, within limits, their removal 
by sedimentation is possible. During 
periods of “turn-over” in reservoirs, 
however, dependence of sedimentation 
for the decontamination of water would 
be unreliable. 

The storage of surface waters which 
are used without subsequent purification 
would serve to permit radioactive decay. 
Knowledge as to the flow-through time 
in such reservoirs should serve as a 
guide. The proper operation of intakes 
and the use of water in storage make it 
possible in many cases for water works 
operators to by-pass for limited periods 
contaminated water which otherwise 
might enter the distribution system. 

Ground water supplies are very much 
less likely to be seriously contaminated 
by radioactive materials from bomb 
bursts, unless the ground water is stored 
in open reservoirs, in which case it 
should be checked for radioactivity as 
with surface supplies. 

Chlorination of water will not affect 
its degree of radioactivity. The knowl- 
edge is not available at this time as to 
the extent to which radioactive sub- 
stances will become attached to con- 
crete, wood, or metallic surfaces in struc- 
tures and piping containing radioactive 
water. Dependence, therefore, cannot 
be based upon such a possibility. 

The underwater explosion of an atomic 
bomb in a reservoir would create very 
serious hazards. If the reservoir is not 
destroyed, the stored water should not 
be used for domestic purposes until such 
time as the extent of contamination has 
been determined and the effectiveness 
of decontamination methods have been 
evaluated. If it is absolutely necessary 
to use heavily contaminated water for 
fire fighting purposes, all citizens should 
be warned not to use the water for do- 
mestic purposes. 
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A ground burst with the accompany- 
ing earthquake shock would destroy 
water mains and other structures 
throughout an ill-defined area and also 
could lead to the scattering of radioac- 
tive soil over an appreciable area. A 
water burst in a harbor would be less 
destructive to the shore line but would 
lead to the distribution of radioactive 
droplets and mist over an appreciable 
radius of perhaps several miles, disre- 
garding the effect of any wind. 

Local water supply officials will need 
trained and planned assistance of moni- 
toring teams and extensive equipment in 
determining what areas are safe for re- 
pair crews, what water supplies are con- 
taminated to a dangerous extent, and 
when contaminated supplies may be safe 
for use after radioactive decay has oc- 
curred. 

Detailed planning on the local level 
is necessary to permit water supplies be- 
ing used for fire protection whether or 
not they are safe for potable purposes 
and to provide separate potable sup- 
plies for temporary use when necessary. 

No official information is available 
as to the likelihood of highly radioactive 
material being spread in powdered form 
by an enemy nor as to the likelihood of 
biologic warfare being practiced. One 
gathers, however, that chief stress is be- 
ing placed on potential atomic bombing. 

The prevention of sabotage is of basic 
importance both to protect waterworks 
structures from damage and also to min- 
imize the opportunities for supplies be- 
ing contaminated with toxic materials 
or pathogenic organisms. 


FREE RESIDUAL CHLORINATION 
Past reports of this committee have 
dealt at considerable length with the 
technical aspects of free residual chlor- 
ination. The advantages of this im- 
proved chlorination procedure have been 
discussed extensively in the literature. 
These advantages may be summarized 
as far superior and more rapid disinfec- 
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tion, increased filter runs, the stabiliza- 
tion of deposited sludge in sedimenta- 
tion basins, more effective control of 
tastes and odors, improved precipitation 
of iron and manganese, especially at low 
pH values, color removal by bleaching 
action, the maintenance of pipe capacity 
through the destruction of pipe growths 
and the control of algae growths. 

In spite of these marked advantages, 
especially the possibility of securing 
very rapid and certain disinfection of 
water, this committee realized that free 
residval chlorination was not being util- 
ized as extensively as desirable. Inas- 
much as effective disinfection is a pre- 
requisite during periods of emergency, 
it was deemed desirable to secure more 
definite information as to the extent 
of the practice in the respective states 
and territories. To date, replies from 
38 state departments of health indicate 
that free residual chlorination is being 
practiced to a significant extent in only 
15 states, and extensively in about 5 
states. 

Years ago, superchlorination or break- 
point chlorination was practised pri- 
marily to secure freedom from chlorin- 
ous taste. The information furnished 
this committee indicates that at present 
the process is being used primarily to 
secure more effective disinfection. 

One gathers that the “flash test” is 
used generally for control purposes and 
that only limited use is being made of 
the more precise but more cumbersome 
orthotolidine arsenite test. 

One seldom encounters an instance in 
sanitation practice where a contribution 
of the importance of free residual chlor- 
ination, receiving widespread technical 
support, has been adopted so slowly in 
practice. This situation prevails in spite 
of the fact that the only requirement 
for free residual chlorination is the use 
of somewhat higher doses of chlorine 
than otherwise would be necessary; no 
additional, expensive equipment being 
needed. 
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It is believed that one reason for the 
delay in adopting the practice of free 
residual chlorination is the fear that 
many water works operators have of 
chlorinous taste in the delivered water. 
Experience has shown, however, that free 
residual chlorination usually results in 
the elimination of chlorinous taste, al- 
though there is a transition period when 
taste difficulties may occur while free 
residual chlorine destroys the slime on 
the inner surfaces of distribution sys- 
tems and forms taste-producing com- 
pounds. 

This committee advocates that free 
residual chlorination be more extensively 
supported, and that the process be ac- 
cepted as standard practice in the dis- 
infection of most public water supplies 
so that improved disinfection can be 
assured under routine conditions, as well 
as during periods of emergency when 
possible sabotage or the practice of bio- 
logic warfare must be considered. 


TRACE ELEMENTS 

The committee has reappraised the 
role of trace elements in potable waters 
in view of the disclosures as to the im- 
portance of small concentrations of 
fluorides and nitrates and the probable 
importance of the sodium content of 
potable waters, to mention only a few 
constituents. It has been concluded that 
the committee should be in position to 
continue to review current developments 
as disclosed by technical literature, but 
that it is not in position to engage in 
original research of the type required to 
secure definite information as to the 
physiological effects of the many trace 
elements in potable waters. 

Cuartes R. Cox, State Depart- 
ment of Health, Albany, N. Y., 
Chairman 

Ray L. DEeRBy 

RAYMOND J. FAusT 

ARTHUR E. GoRMAN 
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Chemicals Introduced in Foods* 


Food and Nutrition Section 


URING the year 1950 considerable 

progress was made in the direction 
of providing more adequate control over 
the use of chemicals in foods, in the in- 
terest of public health, and regardless of 
whether the chemicals are added pur- 
posely, for functional reasons in food 
processing, or occur as contaminants or 
residues of pesticides used in the produc- 
tion or processing of foods. The pre- 
vious report of the committee published 
in the Year Book’ attracted much at- 
tention. Of considerable influence was 
the Resolution recommended by the 
committee, approved by the Food and 
Nutrition Section, and adopted by the 
Association at the 1949 meeting in New 
York.? This Resolution embodied a 
definite recommendation—that legisla- 
tion be enacted to require scientific ap- 
proval of chemical additives to foods 
prior to their use—by a major scientific 
organization of the country. The Food 
and Nutrition Board of the National 
Research Council, at its May, 1950, 
meeting, voted to establish a standing 
Committee on Food Protection, with a 
full-time secretary. Subsequently, a 
committee was formed, composed of 
leaders in various scientific fields, to ad- 
vise the chemical and food industries, as 
well as government agencies whenever 
called upon to do so, on questions per- 
taining to the health aspects of chemicals 
in foods. The 81st U.S. Congress 
adopted a Resolution® to investigate 
chemical additives to foods, as well as 
related subjects. Pursuant thereto, a 
Select Committee was established and 
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hearings were begun during September, 
1950. These hearings, which were held 
both in Washington and in Chicago, were 
terminated in December and the com- 
mittee later presented a report to the 
House of Representatives and recom- 
mended the continuation of its activi- 
ties. 

The members of the House Congres- 
sional Committee were: 


James J. Delaney, Chairman 
Thomas G. Abernethy 

E. H. Hedrick 

Paul C. Jones 

Frank B. Keefe 

Gordon L. McDonough 

A. L. Miller 


Mr. Vincent A. Kleinfeld was ap- 
pointed counsel to the committee. The 
objectives of the committee as stated in 
the Resolution were as follows: 


“The Committee is authorized and directed 
to conduct a full and complete investigation 
and study of (1) the nature, extent, and effect 
of the use of chemicals, compounds, and syn- 
thetics in the production, processing, prepara- 
tion, and packaging of food products to de- 
termine the effect of the use of such chemicals, 
compounds, and synthetics (a) upon the health 
and welfare of the Nation and (b) upon the 
stability and well-being of our agricultural 
economy; (2) the nature, extent, and effect of 
the use of pesticides and insecticides with 
respect to food and food products, particularly 
the effect of such use of pesticides and insecti- 
cides upon the health and welfare of the con- 
sumer by reason of toxic residues remaining on 
such food and food products as a result of such 
use; and (3) the nature, effect and extent of 
the use of chemicals, compounds, and syn- 
thetics in the manufacture of fertilizer, par- 
ticularly the effect of such use of chemicals, 
compounds, and synthetics upon (A) the con- 
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dition of the soil as a result of the use of such 
fertilizer, (B) the quantity and quality of the 
vegetation growing from such soil, (C) the 
health of animals consuming such vegetation, 
(D) the quantity and quality of food produced 
from such soil, and (E) the public health and 
welfare generally.” 


At the opening sessions of these hear- 
ings of the Delaney Committee the 
Resolution adopted by the American 
Public Health Association was presented, 
and discussed by the chairman of the 
present committee, on authorization of 
the Executive Secretary, Reginald M. 
Atwater, M.D. 

Competent observers were of the opin- 
ion that the evidence presented by the 
Delaney House Committee was very 
likely to result in recommendations for 
an addition to the Food Chapter of the 
Food, Drug and Cosmetic Act of 1938, 
to require advance consideration and ap- 
proval prior to use of all new chemical 
additives to foods. 

In the field of research and investiga- 
tion mention should be made of the find- 
ings of investigators (4) of the Food and 
Drug Administration that two synthetic 
sweetening agents used for many years 
as substitutes for sugar in certain thera- 
peutic diets, or in special foods for 
diabetics, were likely to prove deleterious 
on long continued use. These sweeten- 
ing agents were Dulcin (p-phenetyl- 
urea) and P-4000 (l-n-propoxy 2 - 
amino-4-nitrobenzene). As a result of 
these studies the chemical and phar- 
maceutical industries were advised that 
these synthetic sweetening agents would 
no longer be permitted to be used, and 
a statement of policy to that effect was 
published in the Federal Register.° 
Chronic toxicity studies on saccharin 
and on sodium cyclohexyl sulfamate 
showed these sweetening agents to be 
relatively non-toxic. 

During the year also some reports of 
independent investigations, both in 


Europe and in the United States, have 
indicated the need for more intensive 
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study of synthetic coal-tar dyes used in 
artificial coloring of foods. The certifi- 
cation of these artificial coloring agents 
is provided by the present Food, Drug 
and Cosmetic Act so that prompt action 
in the protection of public health is pos- 
sible, whenever the need should arise. 

During the year an important hearing 
was conducted under the provision of the 
Food, Drug and Cosmetic Act, to receive 
evidence that would permit the establish- 
ment of tolerances for residues of pesti- 
cides used in or on fresh fruits and 
vegetables. Under the food-standard- 
making provisions of the Act a definition 
and standard of identity for mayonnaise 
and salad dressings® was adopted. A 
proposed standard for bread and related 
products was also promulgated.* 

In both the completed action for salad 
dressings and in the proposed standards 
for breads certain chemicals which had 
been proposed as ingredients of these 
foods were not included, because in the 
opinion of the Administrator evidence 
of their harmlessness was not convincing, 
or for other reasons their inclusion was 
not considered to have been justified. 

Only a limited number of food prod- 
ucts, however, have been defined under 
the standard making provisions of the 
Food, Drug and Cosmetic Act since the 
revised law was enacted in 1938. Ade- 
quate scientific control of additives to 
unstandardized foods still remained as a 
health problem to be solved at the end 
of the year. Considerable progress, how- 
ever, had been made. 

The present committee is continuing 
its study of the progress being made 
over the control of chemicals in the 
food supply, with the view of providing 
a detailed report for the information of 
public health workers at a later date. 
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Theobald Smith: First Chairman of the 
Laboratory Section, 1900° 


Laboratory Section 


N his address as chairman of the Lab- 

oratory Section in 1950, Dr. Edsall 
reéxamined “the work of the public 
health laboratory . its origins, its 
functions, and its ultimate place in our 
codrdinated society,” * particularly in re- 
lation to the same subject as treated in 
the address of the first chairman of the 
Section, Dr. Theobald Smith, in 1900.” 
Your archivist has also been moved to 
recall something of the work of the first 
chairman, being urged to this decision, 
however, by a different set of circum- 
stances. At the dinner in New York in 
October, 1949, commemorating the fif- 
tieth anniversary of the founding of 
the Section,? Dr. Herbert D. Pease, 
Recorder, 1900-1911 (and whose death 
on February 14, 1950, is noted here with 
sorrow), offered to deposit in the ar- 
chives further material from his files on 
persons and events associated with the 
early days of the Section. Dr. Pease 
seems to have had that rare ability as 
Recorder to recognize the historic sig- 
nificance of present occasions. I spent 
several hours with Dr. Pease on the 
following day and brought away many 
original letters. They include hand- 
written letters from Dr. Theobald Smith; 
a handwritten letter on a personal matter 
from Dr. Walter Reed; and _ several 
communications from Dr. James Carroll, 
who was elected chairman 1906, but who 
died in September, 1907, before assum- 
ing office. As you know, the preliminary 
report of Walter Reed with Carroll, 
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Agramonte, and Lazear, on The etiology 
of yellow fever was presented to the 
Association at Indianapolis in 1900, the 
same meeting at which Dr. Smith ad- 
dressed the new Section on Bacteriology 
and Chemistry. Dr. Pease recalled those 
days so vividly that I felt I must report 
to you at the next meeting, not so much 
as keeper of the records, but more, per- 
haps, as historian. That was the first 
circumstance. The second occurred dur- 
ing the past summer. 

In my office there is framed a facsimile 
of the letter Dr. Smith wrote in October, 
1933, to Dr. Edward B. Krumbhaar, now 
Professor Emeritus of Pathology, Uni- 
versity of Pennsylvania School of Medi- 
cine, recording certain attitudes which 
had guided his research. A companion 
piece is a photograph of Dr. Smith taken 
in the garden of his home about 1933 
and given to Dr. Wadsworth by Dr. 
Smith’s daughter, Dr. Dorothea Smith. 
This letter and photograph are continu- 
ally examined and read with interest and 
enthusiasm, particularly by visitors from 
other countries. This summer a visitor 
from Australia in great admiration asked, 
“Who was Theobald Smith?” And so, 
today, “Who was Theobald Smith?” 

Conventionally, one begins with the 
formalities of birthplace and early edu- 
cation, but since Dr. Smith is now gen- 
erally remembered only in his later 
years, I thought you might first be 


interested to compare that memory with 
the impression of Dr. William Bullock, 
Emeritus Professor of Bacteriology, Uni- 
versity of London, on his first meeting 
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with Dr. Smith at the London Hospital 
in 1923, when Dr. Smith was 64 years 
old. “I found him quite unlike what I 
had imagined. A tall, thin, ascetic look- 
ing man completely unenglish in type, 
and all the time I felt I was conversing 
with Abraham Lincoln.’’ Dr. Bullock 
said further, in an obituary notice of Dr. 
Smith as a member of the Pathological 
Society of Great Britain and Ireland, 
“He was admittedly the greatest bac- 
teriologist produced by the United States 
of America. For fifty years his work was 
continuous and meritorious. His numer- 
ous discoveries, many of them of a 
fundamental nature, entitle him to rank 
alongside the greatest masters of bac- 
teriology. He was the contemporary of 
many of the founders of the science. . . . 
It is certain that America in days to come 
will look on him with that veneration 
with which France cherishes the name 
of Pasteur and Germany that of Robert 
Koch.” 

With, then, that impression of his 
personality and that accolade to his 
career, it may be stated that Theobald 
Smith was born July 31, 1859, in Albany, 
N. Y., and died in New York City on 
December 10, 1934. In 1881 he received 
the degree of Bachelor of Philosophy 
from Cornell University and in 1883 the 
degree of Doctor of Medicine from the 
Albany Medical College. He was thus, 
at the beginning of his career, in a most 
exciting period of bacteriological devel- 
opment; Koch publishing his work on 
the tubercle bacillus in 1882; and Pas- 
teur’s work on rabies being climaxed in 
the first preventive treatment in man in 
1885. The practical point of view was 
a prevailing one. While Dr. Smith did 
not share it as a necessarily immediate 
objective, his first opportunity in inves- 
tigative research was the result of a 
practical need. At that time the country 
was faced with appalling losses due to 
diseases of swine and the mysterious 
Texas fever of cattle. Dr. Daniel Elmer 
Salmon, known now in connection with 
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Salmonella, had been called to head the 
newly established United States Bureau 
of Animal Industry in 1883, and he ap- 
pealed to Dr. Simon H. Gage, Professor 
of Histology and Embryology at Cornell 
University, an instructor and lifelong 
intimate friend of Dr. Smith, for a 
trained assistant to aid him in solving 
the problem of diseases that were con- 
cerning the animal industry. Theobald 
Smith was the graduate of greatest 
promise. Dr. Gage has written: “He 
knew German and French almost as well 
as English; physics, chemistry, and 
mathematics seemed native to him. Most 
important of all, he was a born researcher 
with a keenness of insight that promised 
great things. He was tireless . . . and 
possessed the rare quality of honesty that 
never deceives itself.’® 

Theobald Smith joined the staff of 
the U. S. Bureau of Animal Industry at 
the age of 24 and was shortly made 
director of the pathological laboratory. 
A little later he became associated with 
the teaching staff of the School of Medi- 
cine of the university now known as The 
George Washington University, and from 
1886 to 1895 held what is believed to be 
the first chair of bacteriology in a medi- 
cal school in America.* The second 
period in Dr. Smith’s career was 1895— 
1915. He went to Boston in 1895 as 
Director of the Pathological Laboratory 
of the Massachusetts State Board of 
Health. In the same period, from 1896, 
he was Professor of Comparative Pathol- 
ogy at Harvard University. The third 
period is 1915-1929, as Director of the 
Department of Plant and Animal Pathol- 
ogy in the Rockefeller Institute for 
Medical Research, Princeton, N. J.; and, 
subsequently, untii his death in 1934, as 
Director Emeritus. 

1884-1895. Dr. Smith was not one of 
the many Americans who went to Europe 
to study under the noted bacteriologists 
and pathologists of the period; it is said, 
for lack of means. Instead, he was self- 
taught at home, devising at the same 
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time technics of his own, and how 
profitably! Equipped with this technical 
facility he began at once to publish such 
studies as those on fluid and gelatinous 
media for bacteria (1883); a method of 
staining tubercle bacilli (1885); the bac- 
terial flora of Potomac River water 
(1885). But these were outside the 
primary demands in the Bureau of 
Animal Industry; namely, hog cholera, 
swine plague, blackhead of turkeys, 
Texas fever of cattle, abortion in mares, 
and bovine tuberculosis. Bullock makes 
tribute to Smith’s keen observation; in 
the course of his work on swine erysipe- 
las, he noted that when guinea pigs were 
fed with cereals without any grass or 
succulent vegetables, they died within 
four to six weeks of a peculiar disease 
chiefly recognizable as subcutaneous 
extravasations of blood. ‘‘ This account 
of a ‘ peculiar disease ’ is the very earliest 
reference to the experimental production 
of scurvy... .”° The work of Salmon 
and Smith in hog cholera was the basis 
of methods later established to protect 
man against cholera, typhoid, and 
plague. 

In 1884 Dr. Smith wrote, “ We shall 
soon attack that still unsolved mystery 
of Texas fever.” And nine years later, 
in 1893, there was published as Bulletin 
No. 1 of the United States Department 
of Agriculture, Bureau of Animal Indus- 
try, the now classic study by Theobald 
Smith and his veterinary assistant, F. L. 
Kilbourne, Investigations into the na- 
ture, causation, and prevention of south- 
ern cattle fever. It established the first 
experimental proof that a protozoan 
disease can be transmitted by a blood- 
sucking arthropod, “ No ticks, no Texas 
fever.” Bruce’s work on trypanosomes 
came in 1894-1895; and malaria and 
yellow fever studies still later. Dr. 
Smith’s powers of work have been re- 
ported by his associates as phenomenal; 
and he was known as candid, diligent, 
accurate, inventive, imaginative, con- 
scientious.* His own words confirm these 


estimates of his friends. In a letter to 
Professor Gage on the Texas cattle 
studies, dated December 21, 1933, he 
wrote, 

“ You see that after it had been shown that 
the disease failed without the ticks, everything 
was still to be done. Nothing was known of 
the nature of the disease, whether it was a 
liver or intestinal or septicemic disease. How- 
ever, the very first case gave me the clue... . 
To say that a protozoan parasite passes from 
old to young ticks through the egg, and then 
into the mouth parts required some proof 
before it would be accepted at that time. The 
entire work fell on me as every case had to be 
blood examined and the corpuscles counted. 
The final experiment of breeding the young 
ticks from the eggs and putting them on the 
cattle I did myself. It required four years of 
slavery at the microscope, at autopsy, at 
watching tick broods, at the long labor of 
preparing the report.’ 

Theobald Smith was under 35 years 
of age when, as he said, “ the long labor 
of preparing the report” was under- 
taken. But even then he “ appears as an 
expert morbid anatomist, microscopist, 
hematologist, epidemiologist, and experi- 
menter, and his monograph will still 
repay perusal and might well be reissued 
as a text book to show how scientific 
work should be done.” * ® 

It has interest for this Section that 
the results of this historic work were 
presented to the American Public Health 
Association on October 23, 1889, at a 
meeting in Brooklyn and published in 
the Proceedings for that year, Prelimi- 
nary observations on the microdrganism 
of Texas fever. The full report in Bul- 
letin No. 1 of the Bureau of Animal 
Diseases was not published until 1893. 

Dr. Edsall has read from Dr. Smith’s 
address to the Section in 1900. Dr. Smith 
also said on that occasion, 


“T have already classified our work as con- 
sisting of investigation, and routine work 


*The reports on “ Investigations into the nature, 
causation, and prevention of southern cattle fever” 
and on “A comparative study of bovine tubercle 
bacilli and of human bacilli from sputum” are re- 
produced in Medical Classics, Emerson Crosby Kelly, 
Editor.® 
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created by investigation. Let us briefly ex- 
amine these two kinds of work, so intimately 
associated with one another. Of the two I 
unhesitatingly put the investigation first, as 
the soil on which the practical work may 
properly develop and bear fruit. We as a body 
need, above all things, to emphasize the impor- 
tance of research and the desirability of having 
proper provisions made for it. The diagnostic, 
analytic and executive work we know will 
continue to flourish and it may eventually 
conceal and obscure entirely the soil on which 
it lives, and which needs continual enriching 
and tilling in order that there may be fruit 
as well as foliage.” 


And years later in 1933, the year before 
his death he wrote, 

“ What is one man’s meat is another’s poison 
in research as in other vocations. Temperament 
goes far towards deciding our course. In the 
three different environments in which I have 
spent my active life I have always taken up 
the problems that lay spread out before me 
in the new environment, chiefly because of 
the easy accessibility of material without which 
research cannot go on; for in the early years 
material and resources were exceedingly scant 
and this meagerness determined the direction 
and scope of all research.’’4 


1895-1915. The Washington period 
was succeeded by what has been called 
the Boston period, and new fields of 
investigation were explored. Between 
1895 and 1915 Dr. Smith was Director 
of the Pathological Laboratory of the 
Massachusetts State Board of Health 
and was in charge of the production of 
antitoxins. (The laboratory of the State 
of Massachusetts appears to have been 
the first state laboratory established for 
the production of antitoxin, in 1894.) 
The splendid bibliography of Dr. Smith’s 
works compiled by McKinley and 
Acree '° lists more than 250 publications, 
beginning in ..83, and shows some 14 
papers on diphtheria early in this Boston 
period; all with new, and some with 
fundamental contributions. In 1895 
“ antitoxin production was in its infancy 
and its secrets were closely kept, chiefly 
in Behring’s Institute in Marburg.”® 
Smith, however, did independent experi- 
mental work on immunity in diphtheria 
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and on the administration of toxin- 
antitoxin that was the basis for the im- 
munizing procedures in man as devel- 
oped and applied by William H. Park 
and others from 1913 on. This applica- 
tion of another of his fundamental 
studies in immunity to the benefit of 
mankind is in the familiar pattern of 
Dr. Smith’s researches, especially if 
noted in the light of his retrospective 
letter to Dr. Krumbhaar in 1933: 


“My interest in a problem usually lagged 
when certain results could be clearly formulated 
or practically applied. To continue and analyze 
still further every link of the established chain 
either failed to hold my interest or was made 
difficult or impossible for causes lying outside 
the problem. As I look back it is precisely 
these links that have provided innumerable 
problems to others. Each link has grown into 
a chain and the end of successive chain making 
is not in sight.” 

An incidental observation during his 
researches in diphtheria, comparable in 
character to that first experimental pro- 
duction of scurvy in guinea pigs in 1897 
during his studies on swine erysipelas, 
was that guinea pigs that had survived 
a dose of diphtheria toxin-antitoxin died 
if sometime later they were injected with 
horse serum. Dr. Smith told Ehrlich of 
this observation in 1904 and later Otto 
in Ehrlich’s laboratory showed that the 
condition was serum anaphylaxis and 
called it the “ Theobald Smith Phenom- 
enon.” 

An instance of Dr. Smith’s immediate 
participation in every phase of his in- 
vestigations is illustrated in this letter 
of January 12, 1896: 


“Today President Eliot drove over from 
Cambridge to speak to me (i.e., about the 
plan for a department of pathology for Har- 
vard) and met me coming from the Bussey 
Institute where I had been examining my 
antitoxin guinea pigs, as they are precious 
when they continue to smile as if to say, ‘ Your 
antitoxin pulled me through.’ "6 


In 1896 Dr. Smith published the first 
accurate differentiation between the 
bovine and human types of the tubercle 
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bacillus. And this was acknowledged by 
Koch in 1908 at the Washington meet- 
ing of the International Tuberculosis 
Congress when he said, “To Dr. 
Theobald Smith, of Harvard, belongs 
the credit of having been the first to call 
attention to certain differences between 
the tubercle bacilli found in man and in 
cattle. It was his work which induced 
me to take up this same study.”® Koch 
had not made this acknowledgment at 
the Congress in London in 1901, and Dr. 
Smith’s work was at that time over- 
shadowed. One admires Smith’s dignity 
and reserve and reads, perhaps with 
new meaning, from his letter of 1933, 
“Tt is not profitable to enter into con- 
troversies, especially with those working 
in another geographic area or continent 
unless the material on which their re- 
searches are based has been examined.” 

Specific and fundamental bacteriologi- 
cal investigations were also accomplished 
in the Washington-Boston periods; in 
particular, studies on the biology of the 
colon-typhoid group. Dr. Smith was 
among the first to note chemical differ- 
ences in related or identical bacteria. As 
early as 1889 he showed that B. coli 
ferments glucose with gas production 
whereas Bact. typhosum does not. At 
the meeting of the Laboratory Section 
in 1905 in Boston, Dr. Smith presented 
with Herbert R. Brown and Ernest L. 
Walker The fermentation tube in the 
study of anaerobic bacteria with special 
reference to gas production and the use 
of milk as a culture medium ™'; and be- 
fore the Association as a whole he 
presented a paper as the George Fabyan 
Professor of Comparative Pathology on 
The relation of animal life to human 
disease.'* The paper on The fermenta- 
tion tube . . . was published first in the 


Journal of Medical Research and later 
in the Proceedings of the Association. A 
letter of October 10, 1905, given to the 
archives last year by Dr. Pease, explains 
this; and illustrates too why he was 
known as candid, conscientious: 


“T have finally decided to have our paper 
published in the Journ. Med. Research. My 
reasons for this I have already given you in 
part, but I may again state them. 1. I did 
not know of any binding agreement, as I have 
not attended meetings since Indianapoiis and 
the paper would not have been offered at the 
meeting if I had known it. 2. There are two 
younger men whose names are assoc. with me 
and in their interest I think it best to publish 
without restriction. If the paper were mine 
alone I might care less about it. 3. The un- 
derstanding with the other journal is not 
mutually binding and therefore unsatisfactory. 
I am sorry to take this course against your 
wishes but it was the course I had in mind 
when writing the paper and I did not know 
that any other would not be agreeable.” 


At the first meeting of the Section in 
1900, the significance of B. coli in water 
supplies was already the subject of much 
discussion, and there is in the archives 
a letter to Dr. Mickle from Dr. Pease 
of March 14, 1935, saying, “The 
Indianapolis meeting was noted for the 
discussion on the significance of B. coli 
in water supplies. I can see Dr. Peter 
Bryce, then of Toronto, trying to force 
Dr. Smith to tell of some bacteriological 
method which would certainly classify 
safe from unsafe waters by the B. coli 
test which Dr. Smith had developed 
several years earlier (Smith fermenta- 
tion tube system) while working on the 
waters of the Mohawk and Hudson 
Rivers above Albany.” 

Well established as it is, this work of 
Smith on B. coli is even now sometimes 
overlooked. For example, I was inter- 
ested to see in a publication (1945) by 
Vuhlne ** from the Bacteriological Insti- 
tute of the University of Lund on 
Serologic typing of the colon bacteria a 
subsequent correction: 


“ After this was printed I realized that the 
above historical review might give rise to 
some misunderstanding. It will be appropriate, 
I think, therefore, to mention that the works 
reported by Kauffmann [1941-1945] as well as 
by Knipschildt [1945] were carried out with- 
out any knowledge of the papers published by 
Theobald Smith et al. [1927] and Julianelle 
[1926-1938]. As a matter of fact, I was not 
aware myself of the two papers in question 
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till the greater part of my experiments were 
concluded.” 


Again, I cannot refrain quoting from 
Dr. Smith’s letter of 1933, ‘““We must 
not be discouraged if the products of 
our labor are not read or even known to 
exist.” 

In parallel with Dr. Smith’s activities 
in the laboratory of the Massachusetts 
Board of Health, he was gradually build- 
ing up the subject of comparative 
pathology at Harvard. Dr. Tyzzer has 
written of this period, “It is probably 
rather unusual for the medical student 
as he studies the subjects of anatomy, 
physiology, pathology, etc., to realize 
what they are all about, but those who, 
at the old school on Exeter Street, took 
Theobald Smith’s optional course in The 
comparative pathology of infectious dis- 
eases could scarcely fail to see the light. 
The disjointed subjects which they had 
been studying suddenly fell into place 
and for the first time a conception of 
disease as a whole dawned upon the 
mind.” 

1915—1934. From Boston Dr. Smith 
went to New York to become Director 
of the Department of Plant and Animal 
Pathology of the Rockefeller Institute 
and here the flower of his lifelong inter- 
est in parasitism and disease blos- 
somed '*; only an examination of his 
bibliography will show how profusely. 
Dr. Prudden wrote at that time: 


“ As the eye ranges over the stately bibliog- 
raphy which marks these years of Dr. Smith’s 
scientific activities, it rests upon many titles 
with stories in them, of a period or a halting 
point, in the growing knowledge of disease 
and its incitants, upon which the author’s wide 
range of thought . . . has cast helpful and 
inspiring light.”16 


And, again, Dr. Prudden: 


“Though long in the foremost rank of the 
notables of science in America, the work of 
Professor Smith has not often secured, or suf- 
fered, popular exposition. But he has had the 
uncommon satisfaction of seeing, many times, 
the lines of thought and research which he has 
opened up lead sooner or later to far-reaching 
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theoretical development and practical achieve- 
ments,”16 


“ Public honors arrived for him rather 
late, but then they came with a rush.”® 
The American Public Health Association 
awarded Dr. Smith the Sedgwick Medal 
in 1930. But Theobald Smith was a 
philosopher—* The joy of research must 
be found in doing since every other har- 
vest is uncertain and even the prizes do 
not always go to the discoveries to which 
we would assign them.’* He was also a 
man of humility—“ As I travel to and 
from the laboratory, I meditate on how 
little I know about the things I am work- 
ing on.” And a man of quiet humor. 
When wrestling with the deadly pig dis- 
ease he says in a letter of March 16, 
1886, “I don’t wonder as I gaze fondly 
at the squealing, upturned faces of our 
pigs that human beings could worship 
so good a thing as an ox! You cannot 
imagine what a storehouse of knowledge 
pigs are. Full of interesting parasites of 
all kinds, and plenty of all colored bac- 
teria. Noble animal, I am overcome!’ 
And again to Dr. Simon Gage, in 1899 
a suggestion for an address to be given 
at the American Association for the 
Advancement of Science, “ Take a nice 
general subject such as parasitism vs. 
Tammany, or protective inoculation vs. 
political venality and trace the relation- 
ship between leucocytosis and hoboism 
as illustration of the biological and so- 
ciological ills."* And in another letter 
to Dr. Pease, January 2, 1900, “I was 
about to send my regrets at not seeing 
you before I left New Haven when your 
letter came. I feel myself to blame for 
leaving so hurriedly. However, the meet- 
ings of societies seem to end this way 
usually. It seems as if the members be- 
came charged with explosive material 
which scattered them unceremoniously.” 

In this report I have borrowed liber- 
ally and literally from the writings of 
those who knew Dr. Theobald Smith 
and who are competent to evaluate his 
life and work. But even so, it is only a 
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pointer to the original sources which 
alone can answer the question, “ Who 
was Theobald Smith?” 
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Research and Evaluation Projects 


In the Field of Health Education* 


Public Health Education Section 


May and June, 1950, the Committee 
on Research and Evaluation spon- 
sored a survey of health agencies, both 
public and private, to gather information 
about research and evaluation projects 
in the field of health education. The 
purposes for gathering the information 
were twofold: 

1. The committee wished to determine the 
number, kinds, and location of individuals or 
agencies conducting health education research. 

2. The committee wished to make available 
to professional health education personnel in- 
formation on research projects which might be 
applicable to their specific job responsibilities 

The survey plan was determined after 
committee members were polled on pos- 
sible procedures for accumulating re- 
search information. 

The sixteen active members of the 
committee were rather arbitrarily as- 
signed areas of the country to survey. 
A form letter was sent to each commit- 
tee so that there would be uniformity 
in the request made for data. The form 
letter suggested twelve “ types of studies 
appropriate to report.” 

Persons in thirty-seven states and the 
District of Columbia responded to the 
request for information. Many of these 
responses, of course, were to report that 
there were no known research projects 
under way or recently completed in the 
state which could be fitted into any of 
the twelve “ types of studies appropriate 
to report.” Some of the responses gave 
too little information to type the studies 
listed. 

Research and 


*Sponsored by Committee on 


Evaluation. 
Organized 1949. 


Thirty-four studies were classified for 
purposes of this report. In analysis, the 
studies were divided into the twelve 
types studied originally listed in the 
letter requesting information. A typical 
study will be cited from each of the 
twelve types. The types are as follows: 


1. Measuring the amount of accurate 
information the public has on certain 
health problems—for example, what per- 
centage of the public can name the 
seven common symptoms of cancer? 


Denver Tuberculosis Society study on com- 
munity knowledge of tuberculosis in three sec- 
tions: school quiz, adult quiz, and University 
of Denver study. In the school and adult 
quizzes information tabulated will indicate the 
effectiveness of a two year educational program 
when present results are compared with those 
received when the program was initiated. Per- 
son in charge is Joseph Staton, Director of 
Health Education, Denver Tuberculosis So- 
ciety, 314 14th St., Denver, Colo. 


2. Determining attitudes on the part of 
the public toward health problems and 
programs. House-to-house canvass to 


‘determine public opinion about immuni- 


zation and medical supervision of in- 
fants and preschool children. This 
survey is being done with professional 
guidance. Person in charge: Lucile B. 
Graves, Dane County Supervising Nurse, 
353 West Johnson St., Madison, Wis. 


3. Determining the understanding the 
public has of health activities, service 
and educational, public and voluntary, 
in a certain locality—for example, what 
percentage of the public understands the 
services available from a local health 
department? To what extent is intelli- 
gent use being made of these services? 
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Spot sampling of the state, through state 
health department district offices, to determine 
knowledge of rural people of public health 
services and medical care in the state. Per- 
son in charge: Dr. Harold Smith, Dept. of 
Sociology, Purdue University, Lafayette, Ind. 


4. Determining the order of importance 
in which the public would rank current 
health problems—for example, would 
the public rank cancer first, heart disease 
second, and so on? 


There were no reported studies in this area. 


5. Determining the kinds of health serv- 
ice which the public feels should be 
added to present health services—for 
example, do the majority of mothers 
want a community well baby clinic 
established? 


There were no reported studies in this area. 


6. Research on the effectiveness of spe- 
cific media—for example, public reac- 
tions to a county fair exhibit. 


Study on the use of “Pierre the Pelican,” 
mental] health leaflet series for parents of first- 
born children. Developed by the Louisiana 
State Mental Health Society, the twelve pam- 
phlets are being sent to two hundred families. 
Two hundred other families will serve as a 
control group. The study will determine the 
effectiveness of direct mail health information, 
using a piece of literature which should be of 
interest to the group receiving it. A standard- 
ized questionnaire, to be used by the public 
health nurse, will discover amount of informa- 
tion gained by families receiving pamphlet, 
compared with those not receiving it. Person 
in Charge: Lila M. Atkinson, Health Educator, 
County of Ventura Health Department, 684 
Buena Vista St., P. O. Box 491, Ventura, Calif. 


7. Determining the relative effectiveness 
of various media in influencing be- 
havior—for example, radio vs. news- 


paper. 


Bureau of Public Health Education and 
Bureau of Records and Statistics codperated 
in this study which was to determine the 
effectiveness of several groups of printed ma- 
terials currently employed by official and vol- 
untary agencies. These materials were given 


to the parents of students in several hygiene 
classes at itunter College. 


The parents of 
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other students were used as a control group. 
A questionnaire survey will measure materials 
effectiveness. Person in charge: Dr. Beatrice 
Konheim, Department of Health, 125 Worth 
Street, New York, N. Y. 


8. Determining scope of activities of a 
total community health education pro- 
gram. 


There were no reported studies in this area. 


9. Studying the total effectiveness of an 
organized community-wide educational 
program in health. 


Rat-control program in Dayton, Ohio, in 
1949 made use of school children who served 
as home inspectors in a census of the rat prob- 
lem. Full promotional activities through 
schools, adult groups, press and radio stimu- 
‘ated enthusiasm of the children. A follow-up 
survey is now being conducted to measure 
effectiveness of the total program. Person in 
charge: George W. Watson, Health Educator, 
Department of Public Welfare, Dayton, Ohio. 


10. Using pre-testing techniques in de- 
velopment of educational materials in 
health. 


National Foundation for Infantile Paralysis, 
in preparing a revision of “Message to Par- 
ents,” arranged for canvass of parents of 
5,000 school children in Schenectady, N. Y. 
Questionnaire distributed through children 
contained copy of original “Message to Par- 
ents.” Returned questionnaires served as 
basis for revision. Person in charge: Sally 
Lucas Jean, R.N., Director of Health Educa- 
tion, National Foundation for Infantile Pa- 
ralysis, Inc., 120 Broadway, New York, N. Y. 


11. Determining the effectiveness of 
group techniques in health education— 
for example, lecture versus discussion 
methods, group participation in com- 
munity problem solving versus auto- 
cratic planning. 


There were no reported studies in this area. 


12. Research on the opinion of profes- 
sional health personnel as to priorities 
in community health education program. 


There were no reported studies in this area 


Schools- Vol.- Vol.- 
Official Official Of. School Vol. 
12 6 7 5 4 
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Of the thirty-four studies reported, 
ten were of the first type—measuring 
public information. The second type, 
which determines attitudes toward 
health problems and programs, ac- 
counted for six studies. Only one study 
was reported of the third type of study— 
determining understanding public has of 
health activities. The sixth type—tre- 
search on effectiveness of specific 
media—was second in total number with 
nine studies. Both the seventh type, 
determining effectiveness of compared 
media, and the ninth type, studying total 
effectiveness of an organized community- 
wide health program, accounted for 
three studies each. Two projects of the 
tenth type, using pre-testing techniques 
in developing materials, were reported. 

Seven of the thirty-four projects were 
done or are being done coéperatively by 
voluntary and official health officials. 
School systems and voluntary agencies 
shared responsibility for five projects 
while twelve official agencies worked 
with school systems on research prob- 
lems. Only ten of the projects were 
done by official and voluntary agencies 
working individually with the general 
public. 


CONCLUSIONS 

1. Most interest is being shown in 
research projects which measure the 
amount of accurate information the 
public has on certain health problems 
as well as the public’s attitudes toward 
these problems. Such research points 
toward sounder program planning, com- 
ing closer to meeting measured needs of 
the public. 

2.Public and voluntary health agen- 
cies are jointly planning research studies 
that will help to eliminate overlapping 
and duplication. 

3. School systems are codperating with 
voluntary and official agencies on re- 
search projects, not only in school health 
but in broader aspects of community 
health. 


STATES RESPONDING TO SURVEY 


Alabama Nevada 
Arizona New Jersey 
California New Mexico 
Colorado New York 
Connecticut North Carolina 
Delaware North Dakota 
Florida Ohio 

Georgia Oregon 

Idaho Pennsylvania 
Illinois Rhode Island 
Indiana South Carolina 
Kentucky South Dakota 
Maine Utah 
Maryland Vermont 
Massachusetts Washington 
Michigan West Virginia 
Minnesota Wisconsin 
Montana Wyoming 
Nebraska 


Appendix 


TYPES OF STUDIES REPORTED * 
1. Measuring the amount of accurate 
information the public has on certain 
health problems—for example, what per- 
centage of the public can name the seven 
common symptoms of cancer? 


Tuberculosis—two questionnaire studies 
(school quiz and adult quiz) and University of 
Denver study, on community knowledge of the 
disease. Joseph Staton, Director of Health 
Education, Denver Tuberculosis Society, 314 
14th St., Denver, Colo. 

Tuberculosis—to determine knowledge san- 
atoria patients have of their disease measure 
effectiveness of a planned educational program. 
Fred. D. de Armond, Public Health Educator, 
County of Santa Clara Health Department, 
Hall of Justice, San Jose, Calif. 

Nutrition—survey of teen-agers. Edith 
Lantz, New Mexico A and M College, State 
College, N. M. 

Human Growth—pre-test knowledge of 
school children. Mrs. Richard B. Ellis, Health 
Educator, Richland County Health Depart- 
ment, Columbia, S. C. 

Tuberculosis—survey of community on 
knowledge of disease. Elizabeth Davis, Health 
Educator, Sumter County Health Department, 
Sumter, S. C. 

Teacher Training—survey of colleges to de- 
termine how well potential teachers realize 
responsibility in protecting sight of children. 
Marjorie Young, Consultant in Education, Na- 


* Research Studies Reported to the Committee. 


RESEARCH AND EVALUATION PROJECTS 


tional Society for Prevention of Blindness, 
1790 Broadway, New York, N. Y. 

Tuberculosis—knowledge of public during 
mass x-ray survey. Vivian Drenckhahn, Na- 
tional Tuberculosis Association, 1790 Broad- 
way, New York, N. Y. (2 separate studies). 

Tuberculosis—sampling survey in community 
on knowledge of the disease. Dr. Charles K. 
Kincaid, Health Commissioner, Department of 
Public Health, 112 North Hamilton, Madison, 
Wis. 

Immunization Status—survey of knowledge 
of students of immunization. Dr. Kincaid 
(above). 


2. Determining attitudes on the part of 
the public toward health problems and 
programs. 


Student Health Interests—evaluation of 
health interests of high school students (Byrd 
evaluation plan). Eleanor Fletcher, Health 
Education Consultant, Oregon State Board of 
Health, 1022 W. 11th Ave., Portland, Ore. 

Professional Meeting—questionnaire evalua- 
tion of annual meeting of Colorado Public 
Health Association. Norma Johannis, Di- 
rector, Public Health Education Section, Colo- 
rado State Department of Public Health, State 
Office Building, Denver, Colo. 

Cancer—survey of attitudes of people in 
whom cancer is diagnosed or suspected who 
delay in seeking treatment, as compared with 
those people who do not delay. Beryl Roberts, 
Associate in Health Education, School of Pub- 
lic Health, Harvard University, 55 Shattuck 
St., Boston, Mass. 

Dental Health—community survey concerned 
with student and parent attitudes toward 
dental health. Barbara Kahn, Health Ed- 
ucator, Seattle-King County Health Depart- 
ment, City-County Building, Seattle, Wash. 

Hot Lunch Program—local survey of atti- 
tudes toward such a program. R. M. Parry, 
D.V.M., president, Barron County Health 
Council, Almena, Wis. 

Immunization and Medical Supervision of 
Children—house-to-house canvass to measure 
public opinion on these programs. Lucile B. 
Graves, Dan County Supervising Nurse, 353 
West Johnson St., Madison, Wis. 


3. Determining the understanding the 
public has of health activities, service 
and educational, public and voluntary, 
in a certain locality—for example, what 
percentage of the public understands the 
services available from a local health 
department? To what extent is intelli- 
gent use being made of these services? 
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Rural Health Services—sampling of state to 
determine knowledge public has of rural health 
services. Dr. Harold Smith, Sociologist, Pur- 
due University, Lafayette, Ind. 


4. Determining the order of importance 
in which the public would rank current 
health problems—for example, would 
the public rank cancer first, heart disease 
second, and so on? 


No reported studies of this type. 


5. Determining the kinds of health serv- 
ice which the public feels should be 
added to present health services—for 
example, do the majority of mothers 
want a community well baby clinic 
established? 


No reported studies of this type. 


6. Research on the effectiveness of spe- 
cific media—for example, public reaction 
to a county fair exhibit. 


Testing Related Materials—reaction to ex- 
hibit, measuring proper grade levels for film- 
strips, testing pamphlet materials for reada- 
bility. Vivian Drenckhahn, National Tubercu- 
losis Association, 1790 Broadway, New York, 

Nutrition—community reaction to variety 
of materials for broad health education pro- 
grams in the field. Eleanor Fletcher, Health 
Education Consultant, Oregon State Board of 
Health, 1022 W. 11th Ave., Portland, Ore. 

Social Hygiene Education—testing of reac- 
tion to “Human Growth” and “Human Be- 
ginning,” sound films, E. C. Brown Trust, Ed- 
ucation Center Building, 220 S.W. Alder, 
Portland, Ore. 

Infant Care—control study on effectiveness 
of series of twelve pamphlets. Lila M. Atkin- 
son, Health Educator, County of Ventura 
Health Department, 684 Buena Vista St., P. O. 
Box 491, Ventura, Calif. 

Health Bulletin—subscriber reactions to 
health bulletins measured by postcard ques- 
tionnaire. Irving Shapiro, Health Insurance 
Plan of Greater New York, 425 Avenue of the 
Americas, New York, N. Y. 

Diabetes—determination of which of three 
health education techniques is most effective 
to find unknown diabetics. Marguerite 
Green, Keenan Health Center, 3200 North 
36th Street, Milwaukee, Wis. 

Health Films—evaluation of reactions to 
the use of public health films. William Dewey, 


. 
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Wisconsin State Board of Health, State Office 
Building, Madison, Wis. 

Health Films—determination of extent to 
which health behavior can be favorably in- 
fluenced by improved instruction through the 
use of selected health films and filmstrips in 
rural elementary schools. Ralph Kuhli, Di- 
rector, Division of Health Education, Wiscon- 
sin State Board of Health, Madison, Wis. 

Health Films—evaluation of health and 
safety education films. Warren Southworth, 
Dr.P.H., Associate Professor of Health Educa- 
tion, School of Education, University of Wis- 
consin, Madison, Wis. 


7. Determining the relative effectiveness 
of various media in influencing behavior 
—for example, radio vs. newspaper. 


Rodent Control—controlled study of effec- 
tiveness of variety of materials used during 
general community education program. Dr. 
George Rosen, Department of Health, City of 
New York, 125 Worth St., New York, N. Y. 

Official and Voluntary Agency Materials— 
controlled measure of effectiveness of materials, 
based on evaluations made by parents of 
Hunter College students. Dr. Rosen (see 
above). 

Audio-Visual Aids in Tuberculosis—survey 
of tuberculosis society secretaries to evaluate 
aids. Alice C. Kemp, Chairman, Reading 
Tuberculosis Association, 120 North Sth St., 
Reading, Pa. 


8. Determining scope and activities of a 
total community health education 
program. 


No reported studies of this type. 


9. Studying the total effectiveness of an 
organized community-wide educational 
program in health. 


Rat Control—follow-up survey of com- 
munity-wide program in rat control, using 
school children as home inspectors. Survey 
measuring public knowledge of program. 
George Watson, Health Educator, Department 
of Public Welfare, Dayton, Ohio. 

Venereal Diseases—telephone survey by vol- 
unteers to question listeners about VD radio 
series. Marion J. Bryant, Chief, Bureau of 
Public Health Education, San Diego Health 
Department, Civic Center, San Diego, Calif. 

Tuberculosis—follow-up questicnnaire to 
find out how mass x-ray survey could be im- 
proved. John McCarthy, Los Angeles County 
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X-ray Survey Foundation, 333 West 2nd St., 
Los Angeles, Calif. 


10. Using pre-testing techniques in de- 
velopment of educational materials in 
health. 


Poliomyelitis—canvass of parents of school 
children to revise pamphlet. Sally Lucas Jean, 
R.N., Director of Health Education, National 
Foundation for Infantile Paralysis, Inc., 120 
Broadway, New York, N. Y. 

Tuberculosis—rough-draft pre-test materials 
to be used in Negro schools. Mrs. D. McL. 
McDonald Executive Secretary, 1208 Ball 
Street, Columbia, S. C. 


11.Determining the effectiveness of 
group techniques in health education— 
for example, lecture versus discussion 
method, group participation in com- 
munity problem solving versus auto- 
cratic planning. 

No reported studies of this type. 


12. Research on the opinion of profes- 
sional health personnel as to priorities 
in community health education pro- 
grams. 


No reported studies of this type. 


(Information was limited on the 
reports of many of these studies. Classi- 
fication of these studies, then, is neces- 
sarily rough and probably inaccurate in 
some cases.) 


RutH E. Grout, Ph.D., School 
of Public Health, University 
of Minnesota, Minneapolis, 
Minn., Chairman 

AnpieE L, Knutson, Ph.D., Chief 
Experimental and Evaluation 
Service Branch, Division of 
Public Health Education, U. S. 
Public Health Service, Wash- 
ington, D.C., Co-Chairman 

WaLLaAceE FuLton, Community 
Health Consultant, Minnesota 
Department of Health, Uni- 
versity Campus, Minneapolis, 
Minn., Secretary 
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Salaries for Health Education Personnel 


Public Health Education Section 


HE Subcommitte on Salary for 

Health Education Personnel, Alfred 
K. George, M.D., Chairman, submitted 
its report at the Seventy-eighth Annual 
Meeting. The title of the report is 
“Outline on Present Needs for More 
Adequate Remuneration in the Field of 
Public Health Education.” The prin- 
cipal topics discussed are: 

The Importance of Adequate Salaries 
in the Field of Public Health Education. 

Recommendation of Increased Levels 
of Minimum Starting Salaries for 6 
Grades of Positions for Community 
Health Educators and for 5 Grades of 
Positions for Health Education Media 
Personnel. 


Qualification Requirements and Pro- 
visions for Substitution of Qualification 
Requirements. 

Illustrative tables and charts are 
presented. 

This report is the third submitted by 
the subcommittee and as was done last 
year, has been mimeographed. Copies 
can be obtained from Dr. George, Uni- 
versity of Cincinnati College of Med- 
icine, Cincinnati 19, Ohio. 

The Subcommittee on Salary for 
Health Education Personnel is part of 
the Public Health Education Section 
Committee on Planning for Health Edu- 
cation. Ann W. Haynes is the Chair- 
man. 
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School Health Record* 


School Health Section 


T the request of Dr. Southworth, I 
accepted chairmanship of the Com- 
mittee on School Health Records. The 
committee was established “to survey 
the types of health records now used 
and the purpose they serve, and to 
recommend improved records and pro- 
cedures for their effective use.” Since it 
was obvious that this rather broad mis- 
sion could not be accomplished during 
the summer months, the chairman lim- 
ited the program of the committee to 
basic topics, which will be discussed 
later, with the thought that the broader 
problems relating to school health 
records would be proper topics for dis- 
cussion at this meeting. 
The following accepted membership 
on the committee: 


Hazel D. O’Neal, Health Codrdinator, 

Office of the Superintendent of Public In- 
struction, 

Springfield, Ill. 


Jessie M. Bierman, M.D., 

Professor of Maternal and Child Health, 
University of California, 

Berkeley, Calif. 


Claire A. Christman, M.D., 
1800 North Edison Street, 

School Health Department, 
Arlington, Va. 


Morey R. Fields, Ed.D., 
School of Education, New York University 


Harold Jacobziner, M.D., 

Chief of Elementary and Junior High School 
Health Services, 

New York City Department of Health 


Albert D. Kaiser, M.D. 
Health Bureau, 

44 West Marshall Street, 
Rochester, N. Y. 


* Report of the Committee. 


Charles L. Maxwell, M.D., 
Division of Health Service, 
Eastern Illinois State College, 
Charleston, 


Ruth Taylor, 

Consultant for School Health, 

Bureau of Nursing, 

New York City Department of Health 


The chairman asked each member to 
prepare a statement concerning the 
following: 


(a) Basic purpose for maintaining a school 
health record. 

(b) Basic information to be included in a 
school health record. 

In addition, to give opinion as to the relative 
merits of the single medical record and the 
double medical record, that is, medical record 
plus pupil health card. 


Statements were received from each 
member of the committee on these sub- 
jects and, after going over them, I have 
briefly summarized common points con- 
tained in the six reports received. 

It is interesting to note that although 
there was no communication between the 
various members on these topics, their 
opinions were remarkably similar. They 
were in agreement that the basic purpose 
of maintaining a school health record is 
to have cumulative information on the 
health aspects of the school child in 
order to give continuing intelligent 
health supervision on an_ individual 
basis. There were individual variations 
on this general statement which seemed 
to be depending upon whether a com- 
mittee member was a physician or an 
educator. In addition, it was pointed 
out that not only must the medical 
record serve the basic purpose mentioned 
above but that it could be useful in— 
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(a) analyzing and evaluating the school 
health program; (b) assisting the 
teacher in understanding the child and 
in developing her ability to observe 
health deviations; (c) providing a useful 
link between the home, school, and the 
community. 

With respect to the question of what 
basic information should be included in 
a school health record, there was a 
variety of opinions, but when looked at 
‘carefully each committee member in- 
cluded identical items, the variation 
being more in detail rather than in dif- 
ference of opinion. I shall quote from 
one of them which, although brief, is 
very concise. It is as follows: 


‘Basic information to be included in a school 

health record 

1. Information identifying the individual 

2. Family history 

3. Personal history 

4. Results of the medical examination 

5. Results of any special tests or examinations 

6.Summary of findings significant to the 
school 

7. Recommendations to the school 

8. Recommendations to the home 

9. Indications of the follow-through process 


I assume that the member in this in- 
stance meant by “personal history” not 
only personal medical history but im- 
munization history also. 

With respect to the question of the 
merits of the single versus the double 
medical record, five members of the 
committee were in favor of the double 
record for various reasons, whereas one 
did not feel that it was possible to point 
out the merit of either single or double 
record. While the majority were in 
favor of the double record, there were 
various qualifications to the statements 
given and it appears to me that these 
might well be a topic for discussion at 
this open meeting. 

The whole subject of school medical 
records brings many questions to mind, 
some of which must be answered on a 
purely local basis, whereas others seem 
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to have general interest. For example, 
one may inquire “in whose hands should 
the school medical record be retained?” 
Should it always be in the hands of the 
school nurse, who may get to the school 
infrequently, or with the principal, who 
is the ultimately responsible person in 
the school? 

How confidential can school medical 
records be kept? 

How much medical information which 
appears on a medical record should be 
given to a school teacher? 

How long should school medical 
records be kept? 

How can useful information concern- 
ing the child’s health at school be ob- 
tained from private physicians? 

How important is the form of the 
medical record? 

If it may be assumed that it has space 
for basic information, such as described 
above, does it make much difference as 
to form? It has been my experience 
that the most important part of the 
school medical record is the person who 
makes it out and uses it. Records, how- 
ever brilliant in conception, do not serve 
a useful purpose unless persons using 
them understand and record on them 
conscientiously. 


REPORT OF COMMITTEE ON SCHOOL 
HEALTH RECORDS 

The group discussed the basic pur- 
poses of a school health record and, 
while there was general agreeement with 
the committee’s ideas on this, it was at 
once apparent that the form and content 
of the record, as well as the method of 
use, would vary widely. What might be 
suitable in one locality would be imprac- 
tical in another. 

Among the more important factors in- 
fluencing the form and application of 
school health records, the following may 
be mentioned: 

1. General aims of the school health program. 


2.Amount of medical and nursing service 
available. 
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3. Frequency of examination. 

4. Extent of teacher participation. 

5. Geographical—whether School Health Serv- 
ice is rural or urban. 

6. Availability of ancillary medical services. 

7. Administrative responsibility, ie., by Board 
of Education, Department of Health, or 
other. 

8. Method of record transfer. 


. Parent school health 


program. 


Single Health Record versus Double 
Health Record 

Considerable discussion arose as to the 
value of the single and double health 
record plans. One group found the 
double system working very satisfac- 
torily, while another had discarded it in 
favor of a new type of single record. 
Opinion was expressed from one quarter 
that the single medical record included 
as part of the scholastic record worked 
out well. It appeared that the degree to 
which the classroom teacher is brought 
into the health program and the extent 
to which formal teacher-nurse confer- 
ences are developed determine, in some 
measure, the success of the double health 
record plan. It was interesting to note 
that in some programs a single health 
record is maintained at the school and 
an additional card file, or roster, is kept 
by the nurse to facilitate her follow-up 
work on pupils. In some cases the single 
health record is held by the nurse, who 
visits the school again following a doctor 
session to follow up with the classroom 
teacher on children with health prob- 
lems. Her health record file serves as a 
basis for home visits also. In other in- 
stances the health card remains with the 
classroom teacher in a separate file, or 
is included in the scholastic record. This 
latter plan raises the speculation as to 
how and where to record medical infor- 


participation in 
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mation of a confidential nature, of no 
use to the teacher in her health observa- 
tion of the child, but which could do him 
harm if accidentally disclosed. 


Types of Health Records 

As was to be expected, the records de- 
scribed differed widely in form from 
simple 3 x 5 cards, with check listings 
for physical defects, to the more elabo- 
rate type with space provided for addi- 
tional entries, such as psychological scor- 
ing, medical specialist consultations, 
guidance counseling, etc. By and large, 
the forms used were the result of experi- 
mentation and were said to suit the 
needs of the particular school health 
service in which they were used. 

The question of establishing uniform 
school health records on a state or county 
level was mentioned. In a limited ex- 
perience it was found that such forms 
were usable in the county rural areas, 
but were not acceptable in large urban 
communities having well established 
school health services. From the dis- 
cussion reported above it appears that 
uniformity of records is not a desirable 
feature, programs differing as they do, 
and would be very difficult to achieve in 
any event. 

On the whole, the open sessions on 
school health records were well received. 
The groups attending them actively par- 
ticipated in the discussions, and the pre- 
sentation and exchange of ideas on this 
topic served as a stimulus to the Com- 
mittee on Records, as well as to the 
group, for further study in this subject. 


RoBert W. CuLsert, M.D., 
New York City Health 
Department, New York, 
N. Y., Chairman 


American Public Health Association 


STATEMENT OF INCOME AND EXPENSE 


Jaauary 1 to December 31, 1950 
(with some interpretation) 


The Association has two types of in- 
come, designated as “General” and 
“ Earmarked.” Somewhat over one-half 
of the total income in 1950 was from 
“General Income” including member- 
ship dues, which are available for the 
operation of the basic services of the 
Association. In 1950 “General In- 
come ” exceeded expenses by $5,402.26. 
The allocation of ‘“ General Income” is 
the responsibility of the Executive Board. 

The rest of the Association income is 


‘ Earmarked,” since it is accepted for 
specific projects by the Executive Board 
and must be expended for the purposes 
given, under the Board’s supervision. 

The custodian of all Association funds 
and properties is the Treasurer. Income 
from all sources is deposited to the ac- 
count of the Treasurer and can be with- 
drawn only upon his signature. 

This statement is published at the 
request of the Executive Board for the 
information of the membership. 


GENERAL INCOME AND EXPENSE COVERED By IT 


Income " Expense 


Income from Membership Dues (all classes) ............ 

Expense charged against dues income: ...........+eeeees 
Rent, maintenance, library service, Sections and 
Branches; travel of Executive Board and Executive 
Secretary; membership maintenance and promotion; 
public relations; auditor; rebates to affiliated societies ; 
staff salaries 

Income from American Journal of Public Health .......... 

Expense charged against Journal income: .............++- 
Printing, paper, cuts, mailing; salaries of Editorial 
staff; Editorial Board travel 

Income from Association Publications ..............++e++- 

Expense charged against publications income: ............ 
Printing and distribution; discounts to dealers; share 
of proceeds to collaborating agencies; salaries 

Income from Annual Meeting (all sources) .............. 

Expense charged against Annual Meeting income: ........ 
Exhibit costs; rental fees; Program Committee and 
staff travel; programs and registration supplies; promo- 
tion 

Income from Miscellaneous Sources .........+.+++eee0e 
(Interest on securities, discounts for cash on accounts 
payable, etc.) 

Expense—Committee on Research and Standards ......... 
Travel; supplies; salaries 

Expense—Committee on Professional Education Including 
Vocational Counseling and Accreditation ............ 

Committee travel; consultation fees; printing and 
supplies ; staff salaries 


Total non-earmarked income and expense .............+-- 


$273,093.09 


98,227.14 


$117,303.81 


65,711.34 
73,945.97 

57,890.98 
36,736.23 

39,480.22 
25,719.31 

1,907.02 

9,876.39 
4,290.09 
9,695.42 


$267 690.83 
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ExpENSE COVERED BY EARMARKED INCOME 


(Income from grants is identical with expense for each project ; unexpended balances are 
segregated and held over for expenditure in 1951) 


Income Expense 
Committee on Administrative Practice ...............++. $ 27,531.93 
Studies and surveys in state and local health adminis- 
tration; research on evaluation practice; Health Prac- 
tice Indices 
Research and studies on methods of administering medi- 
cal care 
Evaluation of Administrative Practice .................- 4,057.25 


Studies of procedural methods in the control of such 
diseases as pertussis, endemic goiter and typhoid fever 
Subcommittee cn Local Health Units ................204-. 8,500.39 
Cooperative program with the National Health Council 
in developing local activity for adequate health services 
Accreditation of Field Training Areas ................505- 7,487.81 
Subcommittee on Hygiene of Housing ................... 9,191.53 
Studies and promulgation of principles of and standards 
for healthful housing 
79,649.37* 
Preparation of materials for examination of candidates 
for public health positions; development of examina- 
tions for American Board of Preventive Medicine and 
Public Health and for Division of Commissioned Officers 
of the Public Health Service 
Field consultation in use of examinations and on prob- 
lems of personnel administration 
Research in administration of environmental sanitation 
programs; consultation on _ curricula; personnel 


placement 
Inter-Association Committee on Health ................ 56.00 
Processing of data on candidates and recipients 
Association Committee on Child Health .................. 14,788.81 


Compilation of standards; study of possible use of 
health department facilities for training of physicians 


Total Earmarked Income and Expense .................. $241,013.55 $241,013.55 
GranpD TorTat or INCOME AND EXPENSE .............. $514,106.64 $508,704.38 


* Includes fees for service. 
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FOREWORD 

Analysis and evaluation of methods used in conducting research investigations 
yield fully as fruitful results as the findings of the studies themselves. The Con- 
ference on Methods in Public Health Research, held in Pittsburgh in May 1950, 
is therefore a significant contribution to research in the health problems of man and 
may mark the beginning of periodic discussions designed to perfect the tools and 
procedures used in health studies and to broaden their application. 

The Public Health Study Section deserves special commendation for its sponsor- 
ship of this means of providing information on the scope and methods of projects 
that have received grants from the Public Health Service and affording a stimulus 
to potential applicants for research grants in this field. Credit should go also to 
the Division of Public Health Methods which worked closely with the Public Health 
Study Section and the Graduate School of Public Health of the University of 
Pittsburgh in planning the Conference and in outlining the scope and content of the 
topics for presentation and discussion. 

At the Conference, a group of outstanding investigators, many with long and 
varied experience in public health research, presented or discussed papers dealing 
solely with the methodology used in several current or recently completed studies. 
The discussion centered on the difficulties encountered and, in many instances, 
stressed improvements dictated from the vantage point of hindsight. 

These papers, and the critiques by those who had reviewed the papers in advance 
of the meeting, are published in this volume. The summary which introduces the 
papers highlights the methodological principles brought out in the general discussion. 
The summary also includes a guide that outlines the criteria suggested to test the 
adequacy of study techniques and planning. 

The Proceedings of the Conference on Methods in Public Health Research 
should prove of value to those who are planning studies in the field of public health. 
It is with this belief that this publication is made available to a larger group of 
investigators than could have participated in the meetings. 

LEONARD A. SCHEELE, M.D. 
Surgeon General 


35 
l 
15] 


PREFACE 


The Graduate School of Public Health of the University of Pittsburgh is honored 
that the Public Health Study Section should have held its first discussion conference 
on study methods here in our institution. The acceptance of our offer to serve 
as host to the Conference on Methods in Public Health Research and as joint 
sponsor of the Conference represents both a challenge and a trust. We are eager to 
accept the one and warrant the other in our own right through the studies which our 
school expects to make of the familial, environmental, and other social factors that 
influence health. 

The papers and discussion presented in this volume clarify many of the difficult 
methodological problems that face us in our attempt to analyze the ‘health resources 
of the communities in which people live and the effect of social and economic factors 
on the health of population groups. The Conference, recognizing the present gaps in 
our knowledge and the difficulties in studying these complex relationships, has 
nevertheless pointed the way toward more effective criteria for sound investigations. 
That recognition and the development of those criteria give promise of increasingly 
exact and significant studies in the future. 

THOMAS PaRRAN, M.D., Dean 
Graduate School of Public Health, 
The University of Pittsburgh 
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An Evaluation of Study Methods— 
A Summary” 


ANTONIO CIOCCO, Sc.D., ann MARTHA D. RING 


Department of Biostatistics, Graduate School of Public Health, University of 
Pittsburgh; and Division of Public Health Methods, United States 
Public Health Service, Washington, D. C. 


PITTSBURGH MEETING OF PUBLIC 
HEALTH STUDY SECTION 

OME 70 persons concerned with in- 

vestigations in various aspects of 
public health met May 10 and 11, 1950, 
in Pittsburgh, Pa., at the invitation of 
the Public Health Study Section of the 
Public Health Service, and the Graduate 
School of Public Health, University of 
Pittsburgh. They met to analyze and 
evaluate methods used in public health 
research as presented by three groups 
of investigators conducting studies of 
(a) community health problems; (0d) 
diagnostic and therapeutic techniques; 
and (c) long-term trends in morbidity 
and related phenomena. One of the 
purposes of the meeting was to provide 
both the members of the Study Section 
and prospective appiicants for research 
grants with a consensus of criteria to 
guide in the formulation and appraisal 
of applications. 

On the basis of critiques and general 
discussion of the methodology used in 
10 studies in these 3 fields, the conferees 
were asked to analyze the basic princi- 
ples illustrated and to establish criteria 
which could serve as guides in planning 
future research of similar types. The 
emphasis of the Conference was on 
methodology in studies of individuals, 
population groups, and social organiza- 


* Appeared under the title of “Pittsburgh Meeting 
of Public Health Study Section—An Evaluation of 
Study Methods,” Public Health Reports, Vol. 66, pp. 
883-897, July 13, 1951. 
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tions—studies that cannot be conducted 
in the rigidly controlled environment of 
a laboratory. 

To give the general framework of the 
Conference, this review summarizes 
points brought out in the papers and 
discussions, indicating the range in ob- 
jectives, scope, study techniques, and 
methodological problems which they il- 
lustrated. It concludes with an analysis 
of essentials that need careful definition, 
selection, and evaluation to assure the 
maximum validity of results in any 
study among groups of people. The 
principles and standards developed dur- 
ing the Conference are of particular sig- 
nificance since they represent the results 
of a first attempt at group analysis of 
public health studies and surveys on 
grounds of methodology alone. 


METHODS IN EVALUATION OF COM- 
MUNITY HEALTH PROBLEMS 

The four papers in this group illus- 
trate a wide diversity of objectives, 
techniques, and scope. The first de- 
scribes the sponsorship, organization, 
procedures, and content of a Nation- 
wide survey of the health services 
received by children. The second gives 
the details of a study to determine the 
contribution a medical school can make 
in improving the medical care provided 
by physicians in a rural area. The third 
describes the use of opinion-poll tech- 
niques to evaluate the effectiveness of 
efforts in health education. The fourth 


analyzes the objectives and procedures 
of administrative studies of the health 
needs of a community. 


1. Methodology in a Survey of Pediatric 
Services, by John P. Hubbard and Maryland 
Y. Pennell. 

2. Evaluation of the Extension of Medical 
School Services to Rural Areas, by Roscoe L. 
Pullen. 

3. Evaluation of Health Education Activities 
by Opinion-Poll Techniques, by Oscar J. 
Kaplan. 

4. Surveying Community Needs, by Ira V. 
Hiscock. 


The Nation-Wide Study of Child Health 
Services 

One part of an ambitious survey, 
which included the field of pediatrics 
education, had two objectives: (1) To 
collect data that would have more local 
meaning than could averages for the 
whole country or a State, and (2) to 
stimulate the interest of practicing 
physicians and community health agen- 
cies in the provision of more adequate 
child health services. 

The sponsorship of Federal, State, 
and local groups was essential to both 
objectives. The study was an almost 
unprecedented effort to reach all parts 
of the continental United States and 
Hawaii under decentralized procedures 
that were planned and guided to obtain 
as much uniformity and consistency of 
results as possible, considering the entire 
character of the project. Adjustment 
factors were worked out in detail in an 
additional sample study to correct for 
bias that would result from basing the 
findings for private practice solely on 
the data furnished by physicians who re- 
plied to mail questionnaires. 

A major question raised in the discus- 
sion of the study related to the decision 
to attempt 100 per cent Nation-wide 
coverage—a costly undertaking that 
could not actually be achieved—rather 
than to plan for a series of sample 
studies that could have been subjected 
to intensive follow-up. The reply indi- 
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cated that a sample basis was discarded 
because of the wish to stimulate partici- 
pation in all States and localities. More 
than half the States have prepared re- 
ports on their health services, and the 
findings are already being used in recom- 
mendations for improvement based on 
local knowledge of conditions and defi- 
ciencies. The statistical value of the 
data collected has admittedly not been 
enhanced by the decision to attempt 
complete coverage, but the enthusiasm 
and interest created by that attempt 
have gone a long way toward furthering 
the study’s objectives. 

The pediatrics study made no attempt 
to measure the volume of health services 
received by children in terms of any 
standard of adequacy. Presentation of 
the data was limited to analysis of varia- 
tions in services among regions, States, 
and county groups. Standards have been 
left for later determination by the Pedi- 
atrics Committee for the Improvement 
of Child Health. The State reports will 
reveal the extent to which the physicians 
of the State recognize the inadequacy of 
local services. 


Extension of Medical School Services to 
Rural Areas 

This project is designed to ascertain 
the extent to which the Tulane Univer- 
sity Medical School could provide con- 
sultant and ancillary services to rural 
counties which lacked medical facilities 
and an adequate number of physicians. 
Like the pediatrics study, and many 
other types of investigation of com- 
munity health problems, the Tulane 
project includes motivation of people as 
a major objective. 

Accurate evaluation of the types of 
services that the medical school is at- 
tempting to provide for rural practi- 
tioners was cited as important in view of 
plans for regionalization of medical 
services elsewhere. In the discussion of 
this paper, attention was called to the 
danger of dual objectives in fact-finding 
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research, since the one objective may 
conflict with the other. To determine 
the success of the Tulane project, the 
discussion brought out, it is necessary 
not only to have a carefully controlled 
experiment but also to develop indices 
that will measure the quality of medical 


care before and after the practitioners | 


use the medical school services. It was 
also queried whether the use of a ques- 
tionnaire on which the physicians 
answer specific questions is an adequate 
method of obtaining data unless the 
data are checked by personal visits. 

Answers to these queries indicated 
that some improvement in medical care 
could be noted in the increasing willing- 
ness of physicians to have Tulane staff 
members provide consultation in the hos- 
pital. Most of the physicians are aged 45 
years or over and all have large patient 
loads. It has been impossible for them 
to keep abreast of medical education, 
and they need ancillary services to re- 
duce the load they carry. 

The questionnaire method of obtain- 
ing information was supplemented by 
personal visits to each physician, and 
some index of the physicians’ qualifica- 
tions was obtained in listing their medi- 
cal education and training. The Tulane 
project, as planned, provided oppor- 
tunity for collection of data in control 
counties, but the idea of controls was 
later abandoned. The project, never- 
theless, gives some indication that the 
quality of medical care is improving in 
that the physicians now use the con- 
sultant and ancillary services provided 
by the medical school. 


Opinion-Poll Techniques in Measuring 
Results of Health Education Activ- 
ities 

An attempt to measure the effect of 
health education campaigns and the 
relative usefulness of various media of 
communication is illustrated in the 
description of the purposes and methods 
of a project in San Diego, Calif. Ques- 


tions were asked before and after an 
intensive health education campaign 
conducted by radio, press, and other 
media, to which both control and experi- 
mental groups were exposed. The ex- 
perimental group received additional 
material by mail and other means. 

As a discussion paper points out, the 
project shows how a specific technique 
of measuring attitudes and opinions can 
be brought to bear on many problems of 
immediate and practical importance. 
The project also indicates a method by 
which controlled experimentation can be 
carried out in field research on man. One 
of the first steps in such an undertaking 
is to perfect the tools of measurement— 
a step which forms the major part of 
the project in San Diego. 


Surveying Community Needs 

This paper, explaining the purpose 
and scope of community surveys, stresses 
the need to consider socioeconomic fac- 
tors and relationships with reference to 
health problems and reviews criteria for 
measuring community needs. The paper 
outlines the historical development and 
validation of appraisal schedules for 
community health activities and gives 
special emphasis to methodological ap- 
proaches in surveys of chronic illness, 
occupational health, and school pro- 
grams. In describing the techniques of 
neighborhood studies, special attention 
is given to some of the important ques- 
tions of purpose, cost, timeliness, and 
anticipated use of the survey. 

As pointed out in the discussion of 
this paper, motivation of people is one 
of the main objectives of surveys of 
community needs—an objective illus- 
trated in all four papers presented in 
this session of the Conference. 


METHODS IN EVALUATION OF THE EFFEC- 
TIVENESS OF DIAGNOSTIC AND 
THERAPEUTIC TECHNIQUES 

An important aspect of public health 
research methods is the analysis of the 
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results of various techniques of diagnosis 
and treatment and of the suitability of 
these techniques for widespread applica- 
tion. The three papers presented in the 
second session of the Conference deal 
with the methodology of studies to de- 
termine the effectiveness of nasopharyn- 
geal irradiation on deafness, of influenza 
vaccination, and of tests for nutritional 
deficiency. They were followed by two 
discussion papers and by subsequent ex- 
planation of the reasons for choice of 
certain methods of study. 


1. The Efficacy of Nasopharyngeal Irradia- 
tion for the Prevention of Deafness in Children, 
by William G. Hardy and John E. Bordley. 

2. Plan for the Evaluation of Vaccination 
Against Influenza, by Thomas Francis, Jr. 

3. Evaluation of Diagnostic and Therapeutic 
Tests for Nutritional Deficiency States, by 
Dorothy G. Wiehl. 


Nasopharyngeal Irradiation for Preven- 
tion of Deafness 

A study has been undertaken to de- 
termine whether children with impaired 
hearing and nasopharyngeal lymphoid 
tissue can be benefited by irradiation 
treatment and whether the treatment is 
suitable as a preventive public health 
measure. This paper gives details of the 
plan, the selection of children to be 
studied, the efforts to assure accuracy 
and validity of observations, the selec- 
tion of and procedures used for control 
and treatment groups, and the special 
problems encountered. 

Two reasons were given in the discus- 
sion for limiting the groups of children 
to those with both lymphoid tissue and 
hearing impairment. In the first place, 
since about three-fourths of all children 
in the age group studied have hyper- 
plastic nasopharyngeal lymphoid tissue, 
some other limitation on selection would 
have been necessary to keep the num- 
bers studied within manageable propor- 
tions. In the second place, the irradiation 
technique used is specific for lymphoid 
tissue but not for hearing. In addition, 
to reduce subjective factors, it was de- 
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cided to use a screening technique (pure- 
tone audiometry) that an adequately 
trained field staff can utilize accurately. 
The 8 or 10 categories of lymphoid tissue 
are difficult to classify and not suf- 


ficiently standardized for objective 
screening. Practical considerations and 
the wish to pin screening down to a 
specific symptom dictated the decision 
to restrict the study to children with 
hearing impairment. 

Subjectivity in the experiment is 
avoided by keeping those who give the 
irradiation treatment unaware of which 
children receive irradiation. The physi- 
cian who records the results of the ex- 
aminations of lymphoid tissue during 
the course of the study dictates the find- 
ings to a recorder without reference to 
records of previous findings. 

The decision to cease withholding ir- 
radiation from any child in the control 
group if the child might benefit from 
the treatment has not yet been exercised. 
Parents were told that all children in the 
control and experimental group would 
receive periodic examination and that 
some would get treatment that might 
benefit them, though no predecision was 
made that the treatment would be bene- 
ficial. Most of the children in the 
study had subclinical conditions for 
which physicians would rarely be con- 
sulted. Children may be lost from both 
control and experimental groups when 
they go to clinics or physicians for 
treatment. Records are kept of any 
other treatment received by any of the 
children. 


tvaluation of Vaccination Against In- 
fluenza 

This paper gives a detailed account of 
the plan, organization, and procedures 
of a study to determine the effect of 
influenza vaccination on students in the 
Army Specialized Training Program in 
nine universities. Important in such 
studies are the homogeneity, stability, 
and size of the population to be studied, 
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adequate supplies of standardized vac- 
cine to be administered, timing of the 
vaccination (since the duration of the 
effect of the vaccine is not known), uni- 
formity of procedures, close observation 
by competent investigators, confirmation 
of diagnosis, and adequate controls. 

In response to a question raised in a 
discussion paper regarding the prefer- 
ability of a prison type of population in 
research of this character, the main ob- 
jective of the study was explained as 
primarily an effort to determine whether 
influenza vaccination would be of value 
in a military population. It was there- 
fore decided to choose a population hav- 
ing approximately the same age charac- 
teristics and living conditions as the 
military. Earlier studies had been set 
up in institutions, but it proved difficult 
to induce infection with safe materials. 

Some correlation was found between 
vaccination and immunity. The plans 
for the investigation included study of 
antibody titers in the experimental group 
before immunization 2nd in the control 
group before exposure. Variation in in- 
fluenza strains presents one problem, 
and the fact that only 20 per cent of the 
people in the exposed control group get 
sick is another. No clear correlation is 
found between antibody level and 
susceptibility. 


Evaluation of Tests for Nutritional 
States 

The multiplicity of variables that 
must be analyzed and controlled in re- 
search on population groups is clearly 
indicated in this paper on methodology 
in studies of nutritional deficiency states. 
Diagnostic criteria must be valid, ob- 
jective, clearly defined, and held con- 
stant. Comparability of “control” and 
“experimental” groups must be estab- 
lished initially and evaluated periodi- 
cally in terms of age, sex, developmental 
stage, genetic and environmental factors, 
deficiency status, nondietary condition- 
ing factors, and dietary factors. 


11 


The complexity of the problem is 
illustrated by the fact that more than 
50 known nutrients have a potentially 
equal number of nutritional deficiency 
states. The signs of deficiency can be 
accurately observed through X-ray and 
clinical photography in some instances, 
but it is difficult to isolate signs of single, 
specific deficiencies. 

Problems of study methods in this and 
in the two other papers presented in this 
session, as one of the discussion papers 
pointed out, derive from difficulties in 
determining the size of the sample to be 
studied; in grading the results of diag- 
nosis to establish critical points dividing 
positive from negative diagnoses on a 
scale that runs all the way from true 
positive to true negative; and in pro- 
viding the most sensitive, specific, and 
objective diagnostic tests possible, 


METHODS IN LONG-TERM STUDIES 

The three papers giving methodolog- 
ical details of studies that extend over 
long periods, even a generation or more, 
bring out many of the same questions 
of sampling, standardization of measur- 
ing tools and observations, and consider- 
ation of environmental and social factors 
that may affect the findings that were 
brought out in the discussions of the 
two other groups of studies. 

The first paper in the series is on 
longitudinal studies of child health 
and development. The second describes 
the base for epidemiological studies of 
chronic illness in the matched popula- 
tion records of the Eastern Health Dis- 
trict of Baltimore. The third is a de- 
scription of methods used in recent 
long-term morbidity studies in Hagers- 
town, Maryland. 


1. Certain Technical Aspects of Longitudinal 
Studies of Child Health and Development, by 
Harold C. Stuart and Robert B. Reed. 

2. Matched Population Records in the East- 
ern Health District, Baltimore, Md.: A Base 
for Epidemiological Study of Chronic Disease, 
by W. Thurber Fales. 

3. Recent Long-Term Morbidity Studies in 
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Hagerstown, Md., 
Clark Tibbitts. 


by Philip S. Lawrence and 


Longitudinal Studies of Child Health 
and Development 

The phase of this long-term project 
described is an attempt to measure the 
volumetric growth of subcutaneous tissue 
in a longitudinal section at the broadest 
part of the calf of the right leg. Since 
a high degree of correlation is found 
for volumetric growth of muscle, bone, 
and subcutaneous tissue, it is hoped 
that a method of combining observations 
on children can be developed to deter- 
mine the relationships of illness and dis- 
abling conditions to growth patterns. 

The study is still in progress, and the 
relation of the findings on growth to 
health raises difficult questions of de- 
fining, positive health and it gradations. 
The effects of specific short-term illness 
are being noted, but in many instances 
are found to be only temporary. Con- 
stants for development have not been 
used as such, but it is hoped that the 
development of one tissue can be re- 
lated to the development of another 
tissue to observe differences in rates of 
growth. 

If sample cross sections of different 
age groups had been used for study in- 
stead of long-term measurement of the 
same children, it would have been pos- 
sible to determine different stages of de- 
velopment at different ages. Valid 
indices, however, would have required 
very large numbers of children in each 
age group. Furthermore, the 
section study would have shown nothing 
of individual development or of growth 
rates at different ages, the objective of 
the present study. Establishing a cumu- 
lative index of health and development 
is a serious part of the problem. Com- 
parisons of rates of tissue growth and 
rates of short-term illness have not yet 
been made. Relationships of height and 
body weight are available and can even- 
tually be compared with health records. 


cross- 
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Matched 
Study of Chronic Disease 
This paper on studies in the Eastern 


Population Records for 


Health District of Baltimore, Md., 
gives an account of the historical de- 
velopment, purposes, and uses of the 
census records maintained for families 
and their individual members in certain 
areas of Baltimore for a quarter 
century. 

Discussion of this paper centered on 
the application of the method to other 
areas. An ideal plan would perhaps in- 
volve keeping a continuous register of 
all individuals and households. An un- 
qualified “yes” was the response to the 
question whether, after 20 years’ ex- 
perience, the investigator would use 
census records rather than a continuous 
name file if the studies were started 
afresh. The censuses conducted every 3 
years provide a close check on over-all 
population movements. Any substitute 
in the form of current files would be 
expensive and time-consuming and no 
matter how carefully maintained, would 
need periodic checks. The Baltimore 
experience has shown the difficulty of 
matching records from one census to 
another. The 1945 addition of informa- 
tion to the basic records to show the 
maiden name of the wife, date of mar- 
riage, and previous residence has aided 
the process of tracing people. 

Discussion turned to the problems of 
obtaining accurate information on ill- 
ness illustrated by the various studies 
conducted by the Public Health Service. 
Some data on illness in the Eastern 
Health District in Baltimore were taken 
from medical records in institutions. In 
the 5-year morbidity study in 1938-43 
housewives gave information, and diag- 
noses were verified by clinics and attend- 
ing physicians. 

The frequency of interviews needed in 
a morbidity study depends on the type 
of information to be collected. In study- 
ing chronic illness, for example, prev- 
alence data may be about as useful as 
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incidence data and are much easier to 
get. Prevalence of chronic illness 
measured by the number of cases dis- 
abling at a given time or at some time 
during a given period can be ascertained 
with fair accuracy by visits once a year, 
since the rates are not subject to much 
seasonal variation. 

On the other hand, weekly or semi- 
monthly visits are necessary to deter- 
mine the incidence or prevalence of 
nondisabling acute illness, particularly 
for the minor respiratory diseases. Fre- 
quent visits, however, introduce prob- 
lems of determining new cases as dis- 
tinct from those that have carried over 
from a preceding period. More frequent 
visits increase the cost of the studies. 

As a compromise, in a morbidity 
study on a broader scale, a new sample 
of households might be visited each 
month, and the prevalence of chronic 
illness recorded at each visit. In a year, 
such a study would furnish prevalence 
data for 12 times the number of house- 
holds in each monthly sample. Accu- 
rate information on acute diseases could 
be recorded for the month preceding the 
visit, and the year’s record would yield 
incidence data for acute conditions dur- 
ing 12 months which would roughly 
eliminate seasonal variations. 

The difficulty of obtaining comparable 
data for, say, 10,000 individuals who are 
examined by several different physicians 
was indicated at this point. As to ill- 
ness, it is easier to get comparable data 
in terms of disabling cases and those 
confined to bed, than for nondisabling 
cases. However, since chronic diseases 
are frequently nondisabling for long 
periods, it seems advisable to record at 
least this type of nondisabling illness. In 
the Baltimore survey “confined to 
house” was used as a more objective 
classification than “disabling,” particu- 
larly in recording illness among children 
and adults who were not gainfully em- 
ployed. The recorded “house cases” 
were of about the same frequency as 
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“disabling cases,” but the total number 
of days confined to house was consider- 
ably less than the total days of disa- 
bility. 

In this connection, the discussion 
stressed the need for health status studies 
so that data can be obtained for normal 
and well people also. The gap between 
clinical and public preventive medicine 
needs to be bridged by studies of large 
groups of people who undergo thorough 
clinical examinations which will reveal 
their health status. Answers to simple 
questions put by an investigator are not 
enough, nor is mass screening alone 
sufficient. Furthermore, all factors in 
the social environment that have a bear- 
ing on health should be correlated with 
health findings. We now rely too heavily 
on income data alone. 


Long-Term Morbidity Studies in Hagers- 
town 

The Hagerstown studies, initiated in 
1921, have provided a wealth of data 
that form part of the permanent records 
which are being organized in a family 
file. This paper indicates some of the 
methodological problems in connection 
with collection and verification of re- 
ports on illness and the need for new 
techniques for reporting in longitudinal 
studies. The multiple screening exam- 
ination and symptom check list, now 
in exploratory stages, merit study for 
this purpose. Problems of choosing the 
informant, of changes in the compo- 
sition of the original population cohort, 
and of the intervals between observations 
were also stressed. Longitudinal studies 
offer great promise in obtaining infor- 
mation on the incidence and progress of 
chronic illness, the interrelation of ill- 
ness and socioeconomic factors, and use 
and effectiveness of treatment pro- 
grams. An essential for success is 
effective advance planning for the long- 
term period of study. 

As pointed out in one of the discus- 
sion papers, long-term studies are ap- 
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parently here to stay. The session on 
this group of studies was characterized 
as, in itself, a complete justification for 
the Conference. Studies stimulated by 
the discussion of methodology should 
considerably narrow the gap in present 
knowledge ‘of how to obtain valid and 
useful data in public health studies. 


METHODOLOGICAL PRINCIPLES 
ILLUSTRATED 
The range of public health research in 
communities and population groups is 
both broad and deep, ay illustrated by 
the papers presented. A special com- 
mittee appointed by the National Advis- 
ory Health Council has classified this 
research in five main groups: 


1. Studies related to the extent and dis- 
tribution of diseases or other public health 
problems in a community, population, or part 
of a population. 

2. Studies, on a community, population, or 
group basis, in relation to the pathogenesis or 
dissemination of diseases of public health im- 
portance. 

3. Studies of the effectiveness of prophy- 
lactic or therapeutic procedures on a com- 
munity, population, or group basis. 

4. Studies designed to test the significance 
of a laboratory or clinical finding, or to test 
the validity of a laboratory technique, on a 
community, population, or group basis in re- 
lation to problems of public health importance. 

5. Studies in public health methods. 


The last group is further subdivided 
into four categories: 

(a) Studies designed to solve organiza- 
tional and administrative problems faced by 
health agencies in the mass application of new 
methods of diagnosis, prevention, and control 
of diseases of public health importance, and 
in the application of new measures for the 
maintenance of health. 

(b) Studies designed to test or develop 
epidemiological methodology, or other special- 
ized methodology used or presumably useful 
in public health practice. 

(c) Studies of the productivity of public 
health practices already in process. 

(d) Studies of the applicability of theories 
and hypotheses in public health organization 
and administration. 


The broad scope of this research has 
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resulted from the great medical dis- 
coveries that have revealed the rela- 
tionships between health and disease 
and biological and social environment. 
The field of inquiry includes, broadly, 
determination of health needs, of factors 
associated with illness, development and 
improvement of the means of meeting 
health needs, and methods of applying 
the knowledge public health possesses 
and will possess. It is clear from the 
breadth of the professional field of public 
health that its prime purpose is to study 
man, not only as an individual, but 
also in his social and economic setting. 

The methodological principles _illus- 
trated in the papers presented, and some 
of the problems encountered in main- 
taining those principles, may be sum- 
marized under three heads: objectives, 
measurements, and controls. Following 
the discussion of these three points is an 
outline which evolved from the Con- 
ference as a check list for evaluation of 
the soundness of a research project in its 
advance planning. 


Objectives 

A clear formulation of objectives is 
recognized as an essential first step in 
planning investigations in public health. 
This step is needed (1) to make sure 
that the study meets a recognized need 
for information, (2) to assure that the 
data collected will provide that informa- 
tion, (3) to keep the projects within 
manageable proportions, and (4) to ob- 
tain the financial support and other 
backing that will enable the investigators 
to undertake and complete the job. 

Several types of objectives can be 
identified in the papers presented at 
this conference. One objective is to 
increase scientific knowledge. Another 
is to learn the dimensions of a given 
problem or condition as a basis for social 
action. Another is to bring about social 
action as part of the study process. As 
the papers also indicate, a single project 
may have more than one objective. 
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Many include motivation of people as 
a major purpose, while at the same time 
the project is designed to measure the 
extent of need for social action. The 
major difficulties arise when one of these 
objectives complicates or defeats accom- 
plishment of the other. 

In this connection, it may not be amiss 
to distinguish between surveys with re- 
search objectives and those aimed at 
motivating changes in social behavior. 
When undertaken for purposes of re- 
search, a survey is designed solely to in- 
crease knowledge by discovering the re- 
lationship between two or more variables 
within a systematic frame of reference. 
Its findings are then universally appli- 
cable under the conditions described. 
On the other hand, when a survey is 
designed to motivate social action, the 
facts and relationships revealed are 
likely to be applicable only to a highly 
specific time, place, or other condition. 


Measurements 

Rules governing careful definitions of 
the problems of investigation and pre- 
cision in the selection of instruments 
apply equally to all types of studies. 
The units of count used may range from 
inches and pounds in measuring height 
and weight to days in bed for measuring 
severity of illness. They may include 
counts of the number of pathological ex- 
aminations as well as the number of 
questionnaire responses expressing spe- 
cific attitudes or opinion on a given ques- 
tion. In the relatively new and ever 
broadening field of public health studies, 
pioneering is still in progress in develop- 
ing valid units which will measure social 
and economic phenomena and illness. 

Many of the observations recorded in 
these studies run the danger of being 
colored by subjective factors among 
observers. Moreover, many of the 


things to be measured are intangible. 
Training and instruction of observers, 
tests to take account of their individual 
differences, and reduction of procedures 


to the simplest and most concrete terms 
will help to counteract the handicaps 
of using human tools to measure human 
phenomena. 

In studies of diagnostic and thera- 
peutic techniques it must be remembered 
that no technique is a perfect instru- 
ment. The technique may, for example, 
overdiagnose, exaggerating the true 
severity or prevalence of the conditions 
and classifying some negatives as posi- 
tives. On the other hand, the technique 
may be adequate in identifying minimal 
cases and fail, as does the tuberculin 
test, in far-advanced cases. 

These imperfections in diagnostic 
techniques must be judged in relation to 
their importance to the problem under 
investigation. In nutrition studies, for 
example, little harm may result from 
overdiagnosis and from subsequently 
prescribing unnecessary supplemental 
feeding. At the other extreme, erroneous 
designation of a person as syphilitic, 
tuberculous, or cancerous may entail far 
more serious consequences than would 
failure to diagnose a true positive. 
Issues such as these must be carefully 
weighed in establishing the techniques 
of the study. 

The participants in the Conference 
focused considerable attention on the 
question of developing adequate indices 
to measure the quality of medical care. 
Among the measurements of diagnosis 
and therapy cited were the statistical 
indices derived from frequency of 
autopsies, pathological examination of 
tissues, hospitalization, referrals by 
general practitioners to specialists, and 
check of the accuracy of initial diagnosis 
by general practitioners and specialists 
against subsequent findings. Certain 
indices of quality of services are avail- 
able and have been employed in varying 
degrees in statistics on hospital care and 
other services. 

While it was recognized that units of 
measurement used in evaluating health 
programs must inevitably change with 
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advances in medicine, definite criteria 
were held likely to remain constant for 
a long time. For most studies the most 
adequate gauge of quality of medical 
services at any period is the best practice 
then current. Realism is necessary, 
however, in considering such questions 
as the investment society is willing to 
make in providing medical care of high 
quality—a question no technician can 
answer. Other practical issues involve 
the range of special services that should 
be made available for limited numbers 
of people such as those on ships, and 
the decisions that must be made in 
setting standards for minimal services, 
such as the components of physical ex- 
aminations for each age group. 


Controls 

The conferees pointed out that ade- 
quate controls or means of comparing 
one surveyed group with another are as 
essential in public health research as in 
any other type of scientific investigation. 
The need for predetermining the differ- 
ences and similarities among groups in 
setting up controls was also stressed. 
Control areas or groups should have the 
same characteristics as the experimental 
areas or groups. Attention was called 
to the often-repeated contention that 
controls cannot be set up for service 
projects because the control areas or 
groups are affected either by the initial 
survey or by the project in the allied 
experimental group. If such effects are 
noted in the control group, however, 
either the control setup or the project 
itself was probably not well planned. 
Thus, if it were proposed to demonstrate 
that a certain type of immunization de- 
creased susceptibility to the common 
cold, and if people in the control group 
were to have the immunization on their 
own accord, the project was not ade- 
quately planned to determine whether 
the immunization campaign affected the 
incidence of colds. 

In tests of the efficacy of therapeutic 


oF PusBLic HEALTH Aug., 1951 
techniques the problem is to evaluate 
the treatment as a means of curing or 
at least preventing the progression of the 
condition. This procedure requires an 
adequate device for selecting the im- 
paired persons in the population, divid- 
ing them into comparable groups, giving 
one group the treatment to be tested, 
and giving the other group identical 
treatment except for the presence of the 
therapeutic agent. The two groups 
are then followed to observe cure or pro- 
gression rates. The practical, ethical, 
and public relations problems of with- 
holding the treatment from the control 
group were recognized. The benefits to 
be derived from conclusive results of the 
experiment are so great, however, that 
suitable controls should always be em- 
ployed, and practical difficulties in con- 
ducting control studies should not be 
considered insurmountable. 


CRITERIA FOR FIELD STUDIES 
I. The objective or purpose should be: 

1. Simple and direct; 

2. Clearly defined; 

3. Related to one or, at most, two 
facets of the basic problem to 
avoid dispersion of effort and 
meaningless results; 

4.Capable of conclusive results 
with facilities and materials 
available; 

5. Held constant during the experi- 
ment; 

6. Applied critically to all items and 
phases of the experiment to de- 
termine their significance. 

II. The measurements used should be: 

1. Objective; 

2. Repeatable by different observ- 
ers and at different times; 

3. Efficient in terms of clear and 
mutually exclusive divisions, 
undistorted scale, and broad 
range of values to be recorded; 

4.As simple, generally available, 
easily performed, and _ inex- 
pensive as possible; 
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5. Accurate in sensitivity and speci- 
ficity ; 

6. Tested in pilot study. 

III. Groups to be studied should be: 

1. Representative; 

2. Cooperative; 

3.As completely comparable as 
possible; every effort should be 
made to extend this compara- 
bility to all variables other 
than those under examination 
(control and _ experimental 
groups) ; 

4. Available for continuous obser- 
vation; 

5. Large enough to provide samples 
of adequate size to yield sta- 
tistically meaningful results; 

6. Screened in relation to the pur- 
poses of the study; 

7. Tested in pilot study to determine 
extraneous factors. 

IV. The collection of data should in- 
clude: 

A. Written instructions which: 

1. Specify objectives of the 
study; 

2. Contain definitions of terms; 

3. Are clear and specific; 

4. Give rules for recording; 

5. Indicate frequency of ob- 
servations; 

6. Are tested in pilot study. 

B. Staff for the study which is: 

1. Competent in use of tech- 
niques; 

2. Free of personal bias; 

3. Able to maintain good pub- 
lic relations; 

4. Adequately trained in pilot 
study. 

C. Record forms which are: 

1. Clear; 
2. Convenient; 
3. Prescribed; 
4. Tested in pilot study; 
5. Related to plans for final 
tabulations. 
V. Results of study should be: 
1. Related to objectives; 


2. Valid within stated intervals of 
reliability ; 

3. Evaluated in light of assumptions 
and methodology ; 

4. Generalized only with realization 
of limitations of the data. 

Criteria that are particularly appli- 
cable to studies evaluating diagnostic and 
therapeutic techniques may be worded 
as follows: 

. Preliminary laboratory or clinical 
studies of the technique to de- 
termine its: 

. Precision; 

. Accuracy ; 

. Effectiveness of use by observers; 

. Side effects; 

. Costs. 

B. Field tests to determine effectiveness 

in detecting: 

1. Absence or presence of condition 
under investigation; 

2. Ranges in variations from normal 
through abnormal conditions; 

3.Specificity in differentiating 
among diseased conditions. 

C. Population studied should: 

1. Be representative of the universe 
under discussion; 

2.Include persons with commonly 
occurring miscellaneous dis- 
ease; 

3. Exclude volunteers who may in- 
troduce spurious correlations. 

D. Conduct of experiment should: 

1. Recognize disease as a dynamic 
state, either progressing or re- 
gressing ; 

2. Make serial observations on both 
test and normal groups to: 
(a) assess full value of test; 
(b) ascertain complete effect 

of procedure; 

3. Ascertain stability and progres- 
sion of successive readings; 

4. Determine difference in progres- 

sion rates between normal and 

other groups; 

. Provide follow-up to determine 

permanency of results. 


> 


mn 


51 
ite 
or 
he 
an 
n- 

1, 
al 
le 
l, 


METHODS IN THE EVALUATION OF COMMUNITY HEALTH 


SERVICES 
George St. J. Perrott, Chairman 


Methodology in a Survey of Pediatric 
Services* 


JOHN P. HUBBARD, M.D., ano 
MARYLAND Y. PENNELL, M.Sc.Hyce. 
University of Pennsylvania School of Medicine, Philadelphia, Pa.; and the U. S. 
Public Health Service, Washington, D. C. 


WARD the end of World War II, 
certain leaders in the field of pedi- 
atrics were asking serious questions as 
to the adequacy of health services for 
children and the extent to which govern- 
ment should be responsible for making 
medical care of high quality available to 
all. It was recognized that there are 
broad gaps in medical care and that if 
these gaps are to be corrected in an 
orderly and intelligent manner, they 
must first be defined as specifically as 
possible. Consequently an ambitious 
survey was undertaken which later be- 
came known as the Study of Child 
Health Services and Pediatric Educa- 
tion. 

The instigator of this survey was the 
American Academy of Pediatrics. The 
Academy is a body of pediatricians 
active in private practice, teaching, and 
research, and had neither the know-how 
nor the resources to conduct a health 
survey. At the outset, therefore, the 
cooperation of the U. S. Public Health 
Service and the U. S. Children’s 
Bureau was requested and freely granted. 
The close working relationship which 
was established at the Federal level was 


* From the American Academy of Pediatrics Study 
of Child Health Services and the Public Health Serv- 
ice, Federal Security Agency. 


reflected in a similar cooperative pattern 
between State and county medical so- 
cieties and official health agencies—a 
fact which had a great deal to do with 
the successful conduct of the study. 

The study actually began operation 
in the Spring of 1945 with the appoint- 
ment of the first members of the central 
staff from the U. S. Children’s Bureau 
and the U. S. Public Health Service. It 
has taken about 4 years to gather, tabu- 
late, and analyze the desired informa- 
tion. We are now able to state that this 
Nation-wide study has been completed. 
The two-volume report published by the 
Commonwealth Fund and about 15 sep- 
arate papers contain all the pertinent 
information.) 

There were two main divisions of the 
study: One was concerned with a survey 
of services rendered to children by doc- 
tors, hospitals, and community health 
agencies; the other dealt with the pedi- 
atric training given in medical schools 
and hospitals approved for pediatric 
residences. The latter part of the study 
was accomplished by personal visits and, 
although it had its difficulties, it was far 
less complex than the former. In this 
paper we shall confine our remarks to 
the survey of services. ‘ 

Since this survey was, to say the 
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least, an unusual venture, and since in 
many respects it was unprecedented, it 
is necessary to know something of its 
objectives in order to understand its 
methods. A principle, which was basic 
to the initiation and conduct of the 
study, arose from the concept that any 
real advances in child care depend upon 
the doctors, who in their daily practice 
give that care, together with the agencies 
concerned with child health. Acceptance 
of this principle led to two fundamental 
factors which largely determined the 
method and scope of the survey. 

First, it was recognized that the im- 
plementation of recommendations, which 
it was hoped would result from the 
study, would necessitate action at the 
State and local levels. Community 
action is stimulated far more effectively 
by detailed knowledge of local situa- 
tions than by inferences drawn from 
generalities and averages. Hence, we 
undertook to collect the data State by 
State, county by county, and city by 
city for the entire United States and the 
Territory of Hawaii. We stopped short 
of Alaska! Sampling techniques were 
not used except for a special supple- 
mentary study which was done in four 
States to check certain details in the 
methodology as will be described later 
in this discussion. 

Secondly, it was agreed that, if the 
interest of practicing physicians and 
community health agencies was to be 
aroused in the improvement of health 
services, they should be drawn into 
active participation in the conduct of 
the survey and the collection of the de- 
sired information. A physician or health 
agency cannot undergo critical self- 
analysis and appraisal of services which 
they themselves render, without at the 
same time seeking for means of filling 
the gaps and strengthening the services 
which are weak. Thus it evolved that 
practicing pediatricians were asked not 
only to report on their own services, but 
to assist in obtaining the desired infor- 


mation from their colleagues in general 
practice, from hospitals in which they 
practice, and from health agencies with 
which they have contact. 

A central executive staff planned and 
guided the State studies which were set 
up separately in each State as the re- 
sponsibility of the State chairman of 
the American Academy of Pediatrics. 
Each Academy chairman conducted the 
study with the help of an executive sec- 
retary and field staff that he selected to 
do the actual work. Over half of the 
executive secretaries, 33 out of a total 
of 56, were physicians and most of them 
were pediatricians. Early in the course 
of events these State executive secre- 
taries were called to the central office in 
Washington in small groups and took an 
intensive course of instruction in the 
objectives and methodology of the sur- 
vey. 

Thereafter, the State offices were 
kept in close touch with the central 
office of the study, and all possible 
efforts were made to maintain maximum 
consistency of method in the collection 
of data. A small field staff attached to 
the central office visited the State 
offices to check techniques and help 
solve the many problems as they arose, 
and in a few instances completed the 
collection of the material. 

Nevertheless, the vastness of the 
study’s scope and its decentralization 
throughout the entire United States gave 
rise to enormous difficulties, and un- 
questionably jeopardized the statistical 
accuracy of the material. Despite the 
emphasis placed upon strict adherence 
to detailed instructions for the distribu- 
tion and collection of schedules, irregu- 
larities were sure to appear. This was 
the price we paid for information of 
sufficient detail to be useful for con- 
structive planning by the individual 
States and communities. Those of us 
who were responsible for analysis of the 
data were confident that the irregulari- 
ties were not of sufficient magnitude to 
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introduce serious errors in the results 
which we have reported. 

In the fall of 1945, after a few months 
of preliminary planning, a pilot study 
was done in North Carolina in order to 
develop methods and techniques and to 
test the wording and context of the 
schedules. In order to achieve uniform 
results in all States, a field manual was 
prepared with plans for the organization 
and conduct of the study based upon the 
North Carolina experience. Three series 
of schedules—18 in all—were then 
printed in final form for use in all other 
States: series I for hospitals; series II 
for community health agencies; and 
series III for physicians and dentists in 
private practice. Time does not permit 
a detailed review of the procedures in- 
volved for completing these sched- 
ules.* Suffice it to say that data were 
collected—mostly by personal visits— 
from practically all the general and 
special hospitals that admit children. 
A thorough attempt was made to have 
all official and voluntary agencies report 
on the community health services that 
they provided for children; the types of 
services covered were medical well-child 
conferences, dental clinics, mental hy- 
giene clinics, clinics for the physically 
handicapped, communicable disease con- 
trol, school health services, and public 
health nursing service. Doctors received 
their questionnaires by mail. 

Exhaustive efforts were expended on 
preparing in each State an accurate and 
up-to-date list for each of these cate- 
gories. A complete cataloguing of 
physicians and dentists in private prac- 
tice was particularly difficult. Possible 
sources of information included member- 
ship lists of regional, State, and county 
medical and dental societies; records of 
the procurement and assignment service; 
lists furnished by the State licensing 


. Copies of the schedules have been reproduced in 
the Supplement,? which also contains detailed de- 
scription of the distribution and collection and the 


tabulation and analysis of the material 
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bureau, the State health department, and 
the Internal Revenue offices; and tele- 


phone directories. Thus we tabulated 
data for about 6,000 hospitals, almost 
15,000 community health agencies, and 
over 182,000 physicians and dentists— 
more than 200,000 schedules in all. 

The schedule used for physicians and 
dentists was kept simple, just a one- 
page questionnaire on which the most 
essential item was a record of the number 
of patients seen on a specified day. Al- 
most two-thirds of the doctors gave us 
this information. In order to determine 
if there might be some hidden factors 
influencing responses to these mail ques- 
tionnaires, we checked age, sex, race, and 
amount of training of the respondents. 
There seemed to be some tendency for 
the younger, better-trained practitioners 
with more child visits to return their 
schedules. However, State by State, the 
variations were too small to warrant any 
attempt at adjustment of total child 
visits reported. 

All physicians and dentists in private 
practice were asked to report their serv- 
ices rendered on a given day which was 
designated on the schedule by the State 
office. One-seventh were asked to report 
for each of the days of the week, in order 
to obtain a fair sample of practice and 
to avoid choice by the individual of un- 
representative days. Sundays, holidays, 
and days off were included in these 
assignments. Thus, it was hoped that 
the returns would be evenly distributed 


over the 7 days of the week. 


Medical general 
Respondents 


practitioners Dentists 
Total number 46,261 40,895 
Percentage distribution 
by day of week 100.0 100.0 
Sunday "15.2 “15.4 
Monday 14.3 13.9 
Tuesday 14.0 14.2 
Wednesday 14.4 14.1 
Thursday 14.2 14.1 
Friday 14.2 14.1 
Saturday 13.7 14.2 


The tabulations for the United States, 


Vol. 41 CoMMUNITY HEALTH SERVICES 21 


on the preceding page, show the slight 
variation in response irom the theoreti- 
cal 14.3 per cent. 

After all feasible means had been used 
to obtain the greatest possible response 
from doctors, there remained, of course, 
a proportion of individuals who did not 
reply. In order to complete the picture 
and obtain estimates of the total number 
of visits to physicians and dentists, in- 
cluding this group of nonrespondents, a 
special survey was conducted in New 
York, Illinois, Mississippi, and Oregon 
on a sample of physicians and dentists 
in private practice. This supplementary 
survey was done by personal visits of 
trained enumerators, and had as second- 
ary purposes the checking of the validity 
of the data and the provision of ad- 
ditional information on well-child serv- 
ices rendered in private practice. As a 
result of the information thus collected, 
adjustment was made so as to repre- 
sent services for all doctors in private 
practice. 

Comparison of the data obtained by 
enumerators in the sample study with 
the results of the mail questionnaire 
showed, in general, that the doctors who 
did not reply to the mail questionnaire 
saw relatively fewer children than the 
respondents. We therefore established 
ratios of the number of child visits on 
the designated day per doctor who had 
returned the original mail questionnaire 
to the corresponding number of child 
visits per nonrespondent doctor, using 
the visits reported in the sample study. 

As an example of the method used for 
the correction for nonresponse, let us 
consider the data for general practi- 
tioners in one county group. The inter- 
view survey in New York State showed 
that the average number of child visits 
per general practitioner was 2.66 for 
former respondents but only 2.12 for 
former nonrespondents. Therefore the 
average number of visits per nonrespond- 
ent was estimated as 80 per cent of the 
average number of visits per respondent. 


The total number of visits thus becomes 
the sum of the reported visits and the 
number of nonrespondents multiplied by 
0.8 times the average number of visits 
per respondent. 

The ratios of child visits per former 
respondent to those of former nonre- 
spondents as obtained in the sample 
study were determined for each of the 
five county groups used in the study. 
These ratios were used as the projection 
factors for the correction of nonresponse 
in the original study in all States.* 

A further adjustment in the number 
of patients per doctor was thought ad- 
visable since the information was 
obtained at a particular period of the 
year which varied from State to State. 
Special tabulations showing the monthly 
number of visits to children by physi- 
cians and dentists were used in preparing 
seasonal adjustment factors for each of 
four regions, in accordance with unpub- 
lished data from the Committee on the 
Costs of Medical Care. 

Since season influences practice differ- 
ently in different parts of the country, 
the adjustment for seasonal variation 
was made separately for each State 
according to the grouping in four broad 
areas.+ As is shown in the accompany- 
ing figure illustrating the practice of 
general practitioners, the greatest varia- 
tion occurs in the Northeast, where sum- 
mer practice is relatively light, while in 
the South there is less seasonal variation. 
Thus, for example, if collection of data 
in a Northeastern State took place dur- 
ing the summer months, the reported 
visits should be increased about one- 


* The projection factors used were as follows: 
Metropolitan 
counties All other 
Greater Lesser counties 
Physicians: 
General practitioners 0.6 0.7 0.8 
Pediatricians 1.0 1.0 1.0 
Other specialists 0.5 0.6 0.7 
Dentists 0.7 0.8 0.8 
+ The factors used for seasonal adjustment of service 
by general practitioners, by pediatricians, by other 
medical specialists, and by dentists in each of the four 


areas are given in the Supplement (2). 
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third to bring them up to the average 
for the year. If the reported visits took 
place during the late winter, the figures 
are about one-third higher than the an- 
nual average. 

By way of illustration, let us consider 
the returns from the State of Maryland. 
In this State the collection of physicians’ 
records was distributed over 3 months as 
follows: July 50 per cent, August 25 per 
cent, and September 25 per cent. From 
figure 1 we read off the respective sea- 
sonal factors of 1.08, 1.07, and 1.05 for 
these 3 months in the Southern region. 
Using the proportion of schedules as 
weights, we arrive at 1.07 as the 
weighted seasonal factor. The number 
of visits recorded for general practi- 
tioners was then multiplied by this 
factor 1.07, in order to obtain the num- 
ber of visits for an average day of the 
vear. The computations were actually 
carried through for sick and well-child 
visits by age group of children for each 
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Ficure 1—Monthly Variation in Child Visits to General Practitioners in Four Regions 
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type of practitioner within each county 
group. 

The method of presentation of the 
material depended upon comparisons 
between geographic divisions to show 
variations in child health services in 
the absence of standards. Some of the 
material was shown State by State; 
some of the comparisons were made on 
a regional basis so as to compare one 
large section of the country with an- 
other; and some of the material was 
shown for groups of counties compared 
with other groups of counties. This 
latter basis of comparison warrants 
special attention. 

At the outset we accepted the fact 
that the usual differentiation between 
rural and urban is unsatisfactory for 
comparisons of medical services. Many 
people living in rural areas are at the 
same time near enough to urban centers 
to permit easy access to the facilities 
of those centers. However, in rural 
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areas far removed from urban centers, 
services received are for the most part 
restricted to those which can be ob- 
tained locally. 

Therefore, counties were grouped to- 
gether to form service areas recognizing 
two fundamental characteristics: popu- 
lation, and proximity to densely popu- 
lated areas. In this way consideration 
was given to areas which, although they 
themselves may be sparsely populated, 
are none the less relatively close to 
metropolitan areas and the medical facil- 
ities ordinarily available in such centers. 
For practical purposes these service 
areas were established so as not to cross 
county lines.* 

Five groups of counties were created 
(fig. 2). The metropolitan counties, 
which include the metropolitan districts 
of cities of 50,000 or more persons as set 
up by the U. S. Bureau of the Census, 
were subdivided into greater metropoli- 
tan and lesser metropolitan, the former 
being in or around the 12 largest cities 
of the United States. Counties geo- 


graphically contiguous to any of the 
metropolitan counties were classified as 
adjacent. The remaining counties were 
subdivided into isolated semirural and 
isolated rural, depending upon the 
presence or absence of an incorporated 
place of 2,500 or more inhabitants.* 
The unusual feature of this manner of 
classification is in the use of the ad- 
jacent category. It is recognized that 
a large hospital in an urban center 
serves not only the county in which it is 
located, but also the surrounding 
counties. It is for hospital services and 
the services of specialists that the use 
of the term “adjacent” is particularly 
suitable. By grouping metropolitan and 
adjacent counties together, we have es- 
tablished a reasonably reliable service 
area for hospital and specialist services 
so that comparisons may be made with 
the combined isolated counties. On the 
other hand, it is fair to assume that 


* Acknowledgment is made to Elliott H. Pennell and 
the staff of the States Relations Divisions of the U. S. 
Public Health Service for the basis of this classification. 


FicureE 2—Example of County Grouping 
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physicians and dentists in general prac- 
tice tend to limit their practice to the 
care of children residing in the imme- 
diate area of their location. Therefore, 
data for these physicians and dentists 
are discussed separately for each of the 
5 county groups. 

At this point it may be noted that our 
data were set up for regional, State, and 
county group comparisons and, secondly, 
that the data were all-inclusive, covering 
every type of health service given to 
children. Thus it became possible to 
prepare a composite picture of the “total 
volume of medical care” and thereby to 
show the variations in the attained level 
of service in the more favored areas 
in comparison with that in other parts of 
the country. This composite was ob- 
tained by adding together the medical 
care (expressed as child visits or hospital 
days) rendered to children in private 
practice (home and office visits), in hos- 
pitals, and in clinics (including out- 
patient departments of hospitals, well- 
child conferences, mental hygiene clinics, 
and clinics for the physically handi- 
capped). Exclusion of the physicians’ 
hospital visits from the item for private 
practice was necessary to avoid dupli- 
cation with the item for children in hos- 
pitals. 

For this picture of the relative volume 
of medical care, equal weight was given 
to a physician’s home or office visit, a 
day of hospital care, and a clinic visit. 
Much thought was given to the question 
of giving added weight for hospital care, 
but it was considered inadvisable to do 
so. Hence the importance of the hos- 
pital as a needed facility for treating 
severe illness of children may have been 
underestimated in the figure for total 
volume of care. 

Previous to this study no Nation- 
wide data existed on children’s admis- 
sions to hospitals. The item was ob- 
tained with considerable difficulty; in 
many hospitals special sampling esti- 


mates were required. Records of the 
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days of care received by children were 
seldom obtainable. From a preliminary 


analysis of available material in a 
limited number of hospitals, it appeared 
that the average length of stay for 
children was about one week. The 7-day 
average per child admission was used in 
computing the number of children in 
general hospitals on one day. This pro- 
cedure has minimized the differences in 
the volume of care between metropolitan 
and isolated counties and among the 
States, because of the fact that the 
average stay for children is longer in the 
larger hospitais and in the more pros- 
perous areas. 

The summation of the various com- 
ponents of medical care in the way de- 
scribed has resulted in an estimate of 
the total number of children under 
medical care on an average day. When 
related to child population, we have a 
valid and useful index of the total vol- 
ume of medical care received. 

In order to relate the amount of 
health services to the number of 
children in a given area, we had to know 
the size of the child population. The 
census data for 1940 were not considered 
reliable as a basis of extrapolation 
because of the large shifts in population 
during the war years. It was considered 
essential to determine the number of 
children, county by county, for 1945. A 
method was devised for estimating the 
population under 5 years of age in each 
county on the basis of the number of 
births during the 5 preceding years, with 
adjustments for survival rates and un- 
derregistration. The number of children 
aged 5 to 15 in each county was esti- 
mated on the basis of the percentage 
change in school enrollment since 1940. 
The two estimates thus obtained were 
combined to form the population under 
15 years of age for each county in the 
United States.* 

In conclusion I wish to summarize 
some of the unique aspects of the Study 
of Child Health Services:* This is the 
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first Nation-wide study of health serv- 
ices for a segment of the population. 
Voluntary and official agencies and also 
practicing physicians have cooperated 
in this mass survey. Although planned 
and directed by a central staff, the 
operation was actually conducted sepa- 
rately by the individual States. The 
collection of a one-day record of visits 
from a large proportion of the practicing 
physicians and dentists was a real 
achievement. Data were obtained from 
all hospitals admitting children and from 
certain types of community health 
agencies, private as well as public. Such 
complete data made possible the use of 
an index of “total volume of medical 
care,” as a basis of comparing the 
amount of care given to children in dif- 
ferent areas. Detailed information is 
available for local use and for the writing 


of State reports. The two-volume na- 
tional report and a few special papers 
present all the pertinent material ob- 
tained in the study. 
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Evaluation of the Extension of Medical 


School Services to Rural Areas 
ROSCOE L. PULLEN, M.D. 


Director, Division of Graduate Medicine; Professor of Graduate Medicine; and 
Vice-Dean, Tulane University of Louisiana School of Medicine, New Orleans, La. 


N July 1, 1948, the U. S. Public 

Health Service awarded a grant of 
money to the Tulane University of 
Louisiana School of Medicine for the 
purpose of determining what contribu- 
tion, if any, the medical school could 
make to the improvement of medical 
care in rural areas. It was reasoned 
that, if more complete diagnostic facili- 
ties, consultations from selected special- 
ists, and the educational services of the 
medical school could be made available 
to practicing physicians in rural areas 
adjacent to the school, much could be 
done to meet the needs for improved 
diagnostic and therapeutic facilities and 
to lessen the isolation of physicians 
practicing in rural areas. In addition, 
such a program might attract physicians 
to these areas and increase the medical 
manpower where needed. Finally, the 
purpose of this study would be to de- 
termine whether or not a medical school 
could so expand its function, what the 
program would cost, how it could best be 
accomplished, and the end results. 


Objectives 

The first step in planning was the 
selection of the area for the proposed 
study. Because of the obvious needs for 
improved medical facilities, their prox- 
imity to the school, and previous con- 
tacts with physicians in this section, a 
group of six counties (Greene, Perry, 
Stone, Forrest, Lamar, and Pearl River 
counties) in Southeast Mississippi were 
selected for the project. Another reason 
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for this choice was that many of the 
physicians in this area are graduates of, 
or have had postgraduate work at, the 
Tulane University of Louisiana School 
of Medicine, which made for a closer tie 
with the school. In setting up the pro- 
gram, the school’s faculty committee 
governing the policies of the project 
formulated the following preliminary 
objectives: 


1. To select two groups of counties in 
Southeast Mississippi, comparable in popula- 
tion, social and economic conditions, number 
of physicians, number of urban communities 
of comparable size, proportions of Negro and 
white population, and other factors. One 
group of three counties would be used as a 
control and the remaining three counties as a 
study area. The same data would be collected 
in both groups of counties, but services from 
the school would be extended only to the study 
counties. 

2. To survey sample population groups in 
the two areas to determine: 

(a) Social and economic status (ability to 

pay for medical care). 

(b) Availability of medical 

needed. 

(c) Specific disease and health problems 

among the population. 

3. To survey the practices of physicians 
(quality and quantity), hospitals, and other 
existing facilities for medical care. 

4. Following collection of the above infor- 
mation, to institute services from the medical 
school in the study area to meet the needs 
for medical care, as shown by the surveys, 
insofar as would be possible; to attempt to 
demonstrate what could be done by the school 
to meet these needs. 

5. To repeat at the end of the study period 
(tentatively 3 to 5 years) to learn: 

(a) What had been accomplished by the 

program. 


care when 
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(b) The cost of the program. 
(c) Effectiveness of the program, and bene- 
fits to the study area and the school. 


It was at once apparent that a pri- 
mary prerequisite to the success of the 
plan was the active support and cvopera- 
tion of the professional groups in the 
study area. Personal visits were made 
to the State Health Department, to State 
and local medical societies, and to the 
individual physicians in order to solicit 
their cooperation. A questionnaire was 
developed for these visits, and informa- 
tion was secured concerning the quality 
and the quantity of the physicians’ 
practice. 

In order to determine whether the 
above objectives of the plan were prac- 
tical, it was decided to make a pilot 
study in one county. Several interesting 
facts obtained from this pilot study cul- 
minated in the decision to limit the 
scope of the program. First, it was 
apparent that economic conditions and 
lack of transportation facilities were 
major factors contributing to the inade- 
quacy of medical care or the inability 
of people to obtain medical care. Second, 
the pilot study demonstrated that physi- 
cians carried tremendously heavy case 
loads, often with meager facilities for 
giving medical care. Third, it also 
established the fact that the people of 
that county sought medical care in the 
main from their local physician. 

As a consequence, the faculty com- 
mittee decided to eliminate the control 
group of counties for the following 
reasons: 


(a) Since no services could be given to this 
group, it would be unlikely that they would 
cooperate wholeheartedly in this project. 

(b) Any survey of this type would tend to 
influence the medical care in these counties in 
some degree, so that it would not produce a 
really objective body of information. 

(c) With the lack of hospital facilities and 
physicians in certain sections of the study 
area and the concentration of existing serv- 
ices within two or three larger centers, it 
seemed that the best possible expenditure of 


money could be made in providing, as 
quickly as possible, the needed assistance to 
physicians, since they were carrying the bur- 
den of medical care for the people. 

(d) Considerable time had elapsed since 
the first contacts with physicians; to retain 
their interest and cooperation, it was believed 
necessary to initiate the services promised them 
as quickly as was advisable, in view of the sur- 
veys and other studies that must be done. 


It was also decided that the informa- 
tion from the proposed population 
studies was not absolutely essential to 
the type of program now contemplated. 
Such population surveys would demand 
greatly increased personnel, to be lo- 
cated and trained for the study, in- 
volving very considerable expenditure 
of the available funds and exhausting 
precious time. The major effort was 
therefore concentrated on meeting the 
needs of the physicians for better serv- 
ices to their patients, rather than on 
attempting to meet the needs of the 
population for medical care generally. 
The end result of the project with either 
approach would logically be improved 
medical care for the people. 

Records for obtaining information 
from the physicians were revised and all 
doctors in the six counties were asked 
to keep a record of every patient seen 
each day for a period of one week. The 
Roster of the Board of Medical Exam- 
iners listed 63 physicians in the six 
counties, only one of whom was a Negro. 
Courtesy calls were made to each of the 
physicians, supplemented by talks to 
the medical societies in the six counties. 
It was appreciated from the beginning 
that offense to the physicians could be 
avoided only by using extreme tact and 
that, without their early acceptance of 
the project, it was foredoomed to failure. 
No little salesmanship was required to 
enlist the acceptance of the project by 
the physicians and finally their definite, 
if not always enthusiastic, support. At 
the beginning of the project, some doubt 
was expressed by some of the physicians 
as to the reasons for the program. Some 
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felt that it was a “wedge” for socialized 
medicine. Others mistrusted the motives 
of the school in initiating such a service. 

It was pointed out to these physicians 
that, far from providing an opening 
wedge for socialized medicine, the school 
hoped to be of assistance to these com- 
munities in developing their own re- 
sources to meet their needs for medical 
services—a step which would make the 
so-called socialized type of medicine un- 
necessary. Second, the medical school 
was not entirely unselfish in its desire 
to serve them, since it hoped to benefit 
by having its faculty establish closer 
contacts with physicians actually meet- 
ing the daily problems and difficulties of 
rural practice, and thereby become bet- 
ter teachers of medical students. 

Another question raised by a physi- 
cian in the older age group was whether 
the school intended that the survey 
might provide information for the place- 
ment of doctors, perhaps displacing 
older physicians in an established com- 
munity. This question was easily 
answered by the well-known fact that 
the demand for physicians was so much 
greater than the available supply, that 
the school could not, even if it so de- 
sired, find enough physicians to place in 
all the rural communities. 

It was indicative of the local interest 
on the part of the physicians in these 
six counties that not one refused to co- 
operate in keeping the data asked of 
him, although it meant considerable ef- 
fort on their part and time from their 
work. These data, totaling more than 
6,000 records, were collected and sub- 
jected to statistical analyses. The pur- 
pose of these data was to ascertain the 
type and scope of the medical practice 
of rural physicians, to determine the 
need for consultations and additional 
laboratory services, and to evaluate 
more concretely what the medical school 
could provide in the way of improved 
medical care. Unfortunately, these data 
cannot be used for critical analyses of 
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the quality of medical practice, only the 
quantity. Yet it was obvious that im- 
proved ancillary services, such as 
X-rays, laboratory facilities, and the like, 
must add to the quality of medical care 
as well as to the quantity. 


Methods 
The activities within the study area 
may now be summarized as follows: 


1. Consultant out-patient services in all spe- 
cialties for patients referred to the Hutchin- 
son Memorial Clinic, Tulane University, 
New Orleans. It was hoped that these 
services would not only provide consulta- 
tions from specialists in the varicus fields, 
but also make available certain procedures, 
such as biochemical determinations, bacteri- 
ologic studies, cystoscopy, proctoscopy, stool 
examinations, roentgenologic observations, 
and the like, which were unavailable in the 
project area. Though theoretically practical, 
these services have not been utilized as 
freely or as enthusiastically as was expected. 
Certain practical difficulties were imme- 
diately encountered, such as the expense of 
travel and frequently of board and lodging 
for a day or two in New Orleans, as well 
as the psychologic barriers on the part of 
both the personal physicians and the pa- 
tients against referral to a medical center. 
In that connection, it soon became apparent 
that it was more desirable to develop the 
medical facilities within each community to 
the maximum possible extent. 

. The development of subcenters within the 
project area to which patients may be re- 
ferred for the more commonly needed diag- 
nostic and therapeutic procedures. Five such 
centers have been established in Hatties- 
burg, Mississippi, and all physicians within 
the area have been notified that they may 
refer patients to these centers for various 
laboratory tests, roentgenologic studies, basal 
metabolic determinations, and electrocardio- 
grams—procedures which are not usually 
available to the physician practicing in a 
rural area. It was gratifying to note that 
the young doctor who recently located in 
Leakesville, a small, remote community, 
promptly availed himself of this privilege, 
and the requests from other physicians are 
increasing steadily. 

.Consultant services from members of the 
Tulane faculty. Periodically scheduled con- 
sultant services in medicine, surgery, path- 

ology, clinical pathology, and radiology have 

been arranged for the physicians in the three 
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dominant centers of the project area— 
Picayune, Lumberton, and Hattiesburg. In 
addition, consultant services are provided 
by appointment in pediatrics, obstetrics and 
gynecology, and ophthalmology. These con- 
sultants not only conduct teaching rounds 
within the hospitals but also see individual 
patients in consultation. The consultants 
were selected not only for proficiency within 
their chosen field, but also for their con- 
sideration, tact, and teaching ability. Again, 
it must be emphasized that physicians within 
the area were slow to take full advantage 
of these consultant visits, but interest in 
these visits at the present time is decidedly 
on the upgrade. 

Educational activities for all physicians 
within the project area. From the pilot 
study, it was obvious that most of the 
physicians carried excessive patient loads, 
that they had little or no time for profes- 
sional study, and that, being isolated, they 
had little or no stimulus to keep abreast of 
scientific developments. No inconsiderable 
amount of effort has been expended to re- 
juvenate enthusiasm and interest in the 
scientific aspects of medical practice. This 
effort has taken several forms: 

(a) Monthly lectures and demonstrations at 
Hattiesburg, to which all physicians 
within the area are invited. Both the 
topics and the lecturers are carefully 
selected to provide up-to-date discus- 
sions of timely subjects. Usually the 
lecturers see several patients in con- 
sultation at the same time. A summary 
of each lecture is mimeographed and 
mailed to each physician within the 
project area. 

Establishment of a medical library in 
Hattiesburg. A section of the public 
library in Hattiesburg has been set 
aside for a medical library, and books 
and current periodicals are supplied by 
exchange with the Tulane library. 
Continuation teaching. A daily schedule 
of ward rounds, diagnostic seminars, 
and conferences has been published, 
and an invitation has been issued to all 
physicians to avail themselves of this 
opportunity at any time that they may 
be in New Orleans. 

Refresher courses. A series of refresher 
courses in every field is conducted an- 
nually at Tulane and each physician 
receives an invitation to attend such 
course in the field of his immediate in- 
terest. 

Conferences for general practitioners. It 
is planned to have teams of the Tulane 
faculty conduct special conferences in 
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Hattiesburg designed primarily for the 

general practitioner. 
The improvement of ancillary services. One 
of the major obstacles to the improvement 
of medical care is the scarcity of laboratory 
technicians, radiology technicians, and other 
skilled nonprofessional personnel to work in 
private offices, clinics, and the small hos- 
pitals within this area. Several girls have 
been encouraged to take short courses in 
laboratory technology in the medical school 
in New Orleans. In addition, a trained 
technician has been obtained for the hos- 
pital at Lumberton, and similar assistance 
has been offered to several other small 
groups. 
6. The interpretation of laboratory tests. One 
of the most active as well as most gratifying 
contributions to the program has been the 
assistance that the school could provide for 
daily interpretations of electrocardiograms, 
pathologic slides, and X-ray films which are 
referred to the several departments at Tu- 
lane. Arrangements have also been made for 
regular weekly visits of a qualified radi- 
ologist to proceed from Hattiesburg to the 
newly opened hospital at Leakesville, and 
it is hoped that more opportunities of this 
type will develop. 
. Development of a lay council. One of the 
purposes of the project is to stimulate the 
desire on the part of both physicians and 
community for better medical care facilities, 
so that each community will ultimately be- 
come more or less self-sufficient. To that 
end, we are encouraging the development of 
an over-all guiding council consisting of both 
lay and professional persons prominent in 
the community life of Hattiesburg. The 
formation of this council is proceeding 
slowly. Success may finally depend upon a 
subsidy for office space and_ secretarial 
assistance. 


nm 


Evaluation 

From the beginning, the faculty has 
realized that it is extremely difficult to 
measure the quality of medical practice 
in any given area. Data have been ac- 
cumulated concerning the quantity of 
medical practices (such as the number 
and types of physical examinations, fre- 
quency of visits, miles traveled and 
time consumed in seeing patients, types 
of diseases encountered, number of 
laboratory procedures and X-ray studies 
performed, the need for consultations, 
and the like), but such data are not 
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amenable to evaluation of the quality of 
these professional services. On the other 
hand, it is logical that more widespread 
use of the ancillary services in both 
diagnosis and treatment of disease must 
enhance the quality. No standard in- 
dices exist by which the quality of the 
sampling procedures can be measured. 
Because of the recent war and the num- 
ber of large military establishments lo- 
cated in these six counties, any data 
concerning the population, for example, 
would be hopelessly out of date. By the 
same token, no accurate data were 
available for comparing former and 
current infant mortality or maternal 
mortality. Both of these indices would 
kave been influenced by the changes in 
the country at large and in the area in 
particular arising from the shifts in the 
population resulting from the war effort. 
Any figures concerning the death rate 
were likewise discounted. Finally, the 
human equation has constantly ranked 
high in the consideration of the faculty. 

Progress in the extension as well as in 
the measurement of such an intangible 
value as improved medical care requires 
great tact in obtaining the wholehearted 
cooperation of all physicians in the area 
under study. Although no criteria have 
been defined to evaluate the results of 
the study, the faculty is convinced that 
the school has been able to make a defi- 
nite, though intangible, contribution. 
This contribution is measured by in- 
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creasing interest of each physician in 
the newer developments and discoveries 
in the science of medicine. It is reflected 
by more widespread and discriminate 
selection of laboratory and roentgeno- 
logic studies; by intelligent referral of 
patients for consultations; by the grow- 
ing attendance at the various medical 
society meetings and conferences; by the 
quality and composition of the histories 
and physical examinations recorded both 
within the offices and in the hospitals 
utilized by these physicians; by the in- 
creasing circulation of medical journals, 
text books, and monographs obtained 
from the medical library. Medical care 
is enhanced by the number and quality 
of training of personnel available in 
the ancillary services, such as labora- 
tories, the X-ray department, nursing 
services, and other categories. It is in- 
fluenced by the transportation facilities, 
the centers of economic intercourse, the 
type and availability of hospital beds, 
both for the acutely ill and the chron- 
ically ill, the adequacy of the health 
department, and the general economic 
conditions prevailing within the com- 
munity. Progress in medical care, to be 
definite, must above all be desired and 
its rate of change is frequently subtle, 
diverse, and slow. If these factors are 
appreciated and weighed, the project is 
just beginning to take form, even though 
no criteria have yet been evolved to 
record these changes. 


Evaluation of Health Education Activities 
by Opinion-Poll Techniques 


OSCAR J. KAPLAN 


Associate Professor of Psychology, and Director, Public Opinion Institute, 
San Diego State College, San Diego, Cali}. 


ARGE sums of money and much 

effort on the part of health educa- 
tors are dedicated to the mass com- 
munication of knowledge by means of 
radio, television, mailed material, news- 
papers, magazines, and other mass 
media. How effective are these activi- 
ties? How can they be made more 
successful? With the aid of a grant 
from the U. S. Public Health Service 
and with the cooperation of our Health 
Department, Tuberculosis and Health 
Association, Pharmaceutical Association, 
Medical Society, P.T.A., and other com- 
munity groups, we have been seeking 
answers to these questions in San Diego. 
We have sought to evaluate health edu- 
cation activities in our area by opinion- 
poll and other techniques. The specific 
aims of our project are: 
1.To determine the relative effectiveness of 
various media (such as newspapers, radio, 
motion pictures, door-to-door calls, mailed 
literature, organizational work, etc.). 
.To develop evaluational techniques, par- 
ticularly of the sample survey type. 
.To develop new methods and procedures 
for reaching persons not now appreciably 
affected by health education activities—in 
particular, to develop more effective ways 
of communicating health knowledge to older 
persons 
.To deveiep techniques in health education 
which will lead adults to seek periodic physi- 
cal check-ups. 


w 


We are making use of a method which 
has much in common with one that has 
enjoyed great success in the field of 
business, namely, that of analyzing the 
“market,” devising ways and means of 


reaching it, and then checking on the 
validity of the measures taken. 


Periodic Physical Examination Study 

A number of factors influenced our 
choice of a campaign theme. Seeking 
to minimize the influence of health edu- 
cation activities originating outside of 
San Diego, we decided to concentrate 
upon regular physical examinations. We 
recognized that the subject was not an 
entirely new one, but we found that it 
had not been used to any great extent in 
this country, except in connection with 
other campaigns. We felt that regular 
physical exzminations represented a sig- 
nificant area of health behavior. A cam- 
paign on this topic reached a climax in 
our city during the week of April 24, 
1950, and included use of posters, 
postage-meter stamps, mimeographed 
literature, newspaper publicity, drug- 
store displays, service-club talks, and 
radio and television programs. The 
effectiveness of the campaign and of the 
various media which figured in it are 
being assessed by: (1) sample surveys 
of the oral-interview type; (2) records 
of visits to physicians made before, dur- 
ing, and after the campaign; and (3) 
telephone surveys similar to those made 
by Hooper, but yielding more detailed 
information regarding the personal 
characteristics of respondents. 

Prior to the beginning of the campaign 
we conducted two city-wide surveys in 
the course of which we obtained infor- 
mation on a sample of 2,700 adult 
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respondents, half of whom were men. 
Personal interviews were obtained in 
2,700 dwelling units scattered through- 
out the city of San Diego. The addresses 
used in the surveys were selected at 
random from a complete list of all dwell- 
ing units in the city. Review of the 
data obtained indicates that we have a 
representative sample of the population 
in our area, as judged by census statis- 
tics. We know a great deal about our 
subjects, including age, race, income, 
education, newspaper  subscribership, 
radio listening habits, and occupation. 
We also have information about their 
health knowledge, attitudes, and be- 
havior. For some of our studies, this 
group of 2,700 persons has been broken 
down into control and experimental 
groups, equated insofar as possible with 
regard to the major variables. Both 
groups have been exposed to the cam- 
paign waged in our community, but the 
experimental group has received special 
attention in the form of mailed material 
and in other ways. We plan to follow 
both groups during the coming year. 


Evaluation of Data 

The results of assessment studies can- 
not always be taken at face value; the 
over-all findings sometimes are very mis- 
leading. Often breakdowns of the data 
are far more revealing than the totals. 
One of the great merits of the sample 
survey approach is that it permits data 
to be broken down quickly in terms of 
meaningful variables. A mass X-ray 
survey may reach 90 per cent of the 
people of an area and be almost a com- 
plete failure if it does not reach most 
of the people who are tuberculous. A 
radio program may command a tre- 
mendous audience, and achieve an im- 
pressive Hooperating, and still not do 
the job for which it was created. 

When we have gathered data on the 
relative effectiveness of various media, 
our job of evaluation is not over. In 
appraising a health education technique, 
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we still must ask ourselves: (1) Does 
it reach the people who need to be 
reached and who are not being reached 
by other procedures? (2) Is it effective 
in producing behavior of the desired 
kind? For example, one technique may 
produce more increase in information 
than another, but may be less success- 
ful in altering behavior patterns. (3) In 
terms of effort and expense, are the re- 
sults obtained worthwhile? For ex- 
ample, even though it may be demon- 
strated that few people noted the slogans 
carried on our postage-meter stamps, 
and even though few people were swayed 
by these slogans alone, if it can be shown 
that the stamps do have some effect, 
their use can be justified because of the 
small amount of effort and money in- 
volved in their use. 

Let’s consider the evaluation program 
now being carried on in San Diego in 
connection with our campaign on the 
subject of regular physical examinations. 
As mentioned earlier, we have asked a 
representative group of general prac- 
titioners to keep records of requests for 
routine physical check-ups prior to, dur- 
ing, and after our campaign. These 
records will not yield an entirely accu- 
rate picture of our achievement. Health 
education activities may produce no 
demonstrable effects over a considerable 
period, but subtle changes may be 
occurring in those who are the targets of 
the campaign. Perhaps suddenly they 
may succumb to the message that is be- 
ing communicated to them. Simply 
because overt changes are not immedi- 
ately evident, it does not follow that the 
work is without value. A man may re- 
sist the advice that he ought to seek a 
physical examination for months or 
years and then suddenly act upon the 
recommendation. Perhaps the news- 
paper article or radio program which 
leads him to action would have had no 
effect if it had not been preceded by a 
great deal of previous health education. 
We are making a special effort to 
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reach persons over 50 years of age 


since a preliminary study indicates that . 


this group contains the highest percent- 
age of persons who have not had recent 
physical examinations. A radio series on 
the subject of geriatrics is being pre- 
sented with older persons in mind. It is 
conceivable that many of our programs 
will be heard by persons in the younger 
age brackets and have no immediate 
effect upon them. The programs may, 
however, lead these younger persons to 
encourage their parents and grand- 
parents to seek medical check-ups. Per- 
haps 15 or 20 years later the experience 
of these young adults may have a de- 
cisive influence upon their future health 
behavior and may lead many of them to 
submit to regular physical examinations. 
How can one fully assess such a possi- 
bility? 

Our findings in a campaign on routine 
physical check-ups may not carry over 
to health education work on other topics, 
except in a very general way. Methods 
which are successful with one disease 
are not necessarily the methods which 
will be most effective with other diseases. 
For example, the methods which are 
likely to yield the best results in the 
fight against syphilis and gonorrhea are 
not necessarily the methods that will be 
most profitable in the battle against 
diabetes. People are likcly to regard 
tuberculosis as socially more disabling 
than heart disease and this attitude 
needs to be recognized in the design of 
our campaigns. 

The results of health education re- 
search are and perhaps always will be 
largely locality-specific, although cer- 
tain general principles may have Nation- 
wide application. We have no illusion 
that we are developing laws that will 
hold at all times and in all places. We 
believe however, that the job of health 
education evaluation is one without end, 
and one that each community must do 
for itself. 

A year ago we evaluated by the 


Hooperating method a radio series on 
venereal diseases developed by the U. S. 
Public Health Service. We found that 
a very marked drop in listening occurred 
after the series had been under way for 
a number of weeks. A superficial ex- 
amination of the facts might easily have 
led one to believe that there was a 
marked drop in public interest in the 
series. A more likely hypothesis, how- 
ever, is that the drop occurred because 
of the beginning of the baseball broad- 
casts just when the venereal disease pro- 
grams were scheduled. Other cities 
presenting the venereal disease series 
may not have experienced this drop. 

We also found evidence of a rhythm 
with regard to listening. The programs 
were presented each Saturday afternoon 
at 3:30 p.m., and the Hooperatings were 
higher on some Saturdays than on others. 
We have reason to believe that pay days 
had a great deal to do with this rhythm. 
It is quite possible that this rhythm 
with regard to Saturday afternoon lis- 
tening occurs in other cities, but it may 
be absent in agricultural areas. 

Economic conditions, educational con- 
ditions, and health conditions vary 
greatly from one part of the country to 
another. The effectiveness of the var- 
ious mass communication media also 
varies considerably from locality to lo- 
cality. For example, there are certain 
areas in the Rocky Mountain States 
where only a single radio station can be 
heard at all times. Programs sent out 
over such a station are far more effective 
than programs delivered over stations 
located in heavily populated areas where 
there is intense competition for the at- 
tention of listeners. A method that may 
prove successful in one area may be 
completely inadequate in another. Con- 
sideration must always be given to the 
strength of competing media in a given 
area. The point is that even if we estab- 
lish that radio programs are less effective 
than newspaper publicity in San Diego, 
it does not follow that the same is true 
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of Rigby, Idaho, or of another locality. 


Use of Polls in Health Education Work 

How accurate are polling procedures? 
How can they be useful in the public 
health field? The measurement of pub- 
lic information and opinion is not a 
fully developed science at the present 
time, but our technical knowledge is 
sufficiently advanced in this field to 
justify its use in public health work. 
Although it must be conceded that many 
problems remain to be solved in the 
selection of sample populations, wording 
of questions, sequence of items, and 
training of interviewers, there is woday 
no satisfactory substitute for this method 
of evaluating mass health education 
activities. 

Some people have been misled by the 
inability of the Gallup and Roper or- 
ganizations to foresee the outcome of the 
1948 presidential campaign. The only 
conclusion that can be drawn from the 
failure of these polls is that the claims 
made for the accuracy of the procedures 
were not sufficiently modest. It is only 
fair to mention that predicting the out- 
come of a national election is one of the 
most difficult problems in polling, be- 
cause reference is made to the future 
acts of people. Sometimes we ourselves 
do not know for certain what we are go- 
ing to do or how we are going to feel the 
next day. However, it is well for us to 
recognize that Gallup, in his darkest 
hour, came very close to the actual facts. 
In the closest presidential election since 
1916, with four major candidates in the 
field, Gallup underestimated Truman’s 
vote by 5% percent. He accomplished 
this result using the quota-control 
method, which many regard as less 
sound than the probability method of 
sampling employed in our San Diego 
studies. Even an error of 6 percent does 
not materially reduce the value of a 
sample survey for most types of health 
education work. 

Some of the applications of the 
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polling method in public health work are 


_as follows: 


1. Polling methods can be used in 
planning, conducting, and evaluating 
health education campaigns—For ex- 
ample, in December 1949, and January 
1950, the U. S. Public Health Service, 
in cooperation with our Health Depart- 
ment and County Medical Society, car- 
ried on a mass X-ray survey in the San 
Diego area. We were able to interview 
people before and during the campaign. 
Our preliminary study showed that 
about 40 percent of the adult popula- 
tion never had had a chest X-ray, and 
that a disproportionate number of older 
persons were to be found in this group. 

Before the X-ray survey began, re- 
spondents also were asked the follow- 
ing question: ‘Next month an effort will 
be made to secure chest X-rays of all 
San Diegans 15 years of age and older. 
The chest X-ray will be free and can be 
taken in your neighborhood or at other 
convenient locations. Do you think 
that you will have a chest X-ray taken?” 
Those who replied in the negative then 
were questioned, “Why don’t you plan 
to have an X-ray taken?” 

On the basis of the results obtained 
in the poll, we were able to foresee many 
of the problems that arose during the 
campaign. We also were able to demon- 
strate that the educational work pro- 
duced a significant increase in the num- 
ber of persons who were willing to be 
X-rayed. A later poll has shown that 
persons over age 60, on a percentage 
basis, participated in the X-ray survey 
less than any other adult age group. 
This information will be useful in carry- 
ing forward the tuberculosis control 
program of our Health Department. 

Another San Diego study illustrates 
the vdlue of polling procedures in evalu- 
ating health education work. Restaurant 
grading with conspicuous public display 
of grades was initiated by our Health 
Department in February 1948. The 
Health Department’s Bureau of Public 
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Health Education, headed by Mrs. 
Marion T. Bryant, led an intensive 
campaign to acquaint the public with 
the meaning of the grades on the 
placards. It then was decided to assess 
the work by a poll, and the following 
question was used: “How do you judge 
whether or not an eating place is a sani- 
tary place in which to dine?” Although 
the question was of the free-answer type, 
it was gratifying to find that about two- 
thirds of the respondents mentioned the 
cards. 

2. Polls can be used in gathering in- 
formation useful to volunteer health 
organizations in the conduct of their 
fund-raising campaigns—The American 
Cancer Society has used sample survey 
methods in obtaining information on its 
fund-raising activities, and no doubt has 
gained many valuable facts that will 
be exploited in future campaigns. 

3.Sample survey methods can be em- 
ployed in determining the usefulness of 
publications published by health depart- 
ments and volunteer health organiza- 
tions—At the suggestion of our County 
Health Department we are planning to 
make a study of the effectiveness of its 
monthly publication. It is sent out to 
about 2,500 persons and about 10 per- 
cent of them will be selected at random 
and questioned about it. They will be 
asked to indicate the sections they find 
most interesting and informative, and 
those which are least valuable. They 
also will be invited to suggest ways of 
improving it. 

4.Opinion polls may be helpful in 
obtaining additional public support for 
health programs—Some years ago an 
organization known as the Minnesota 
Committee on Local Health Services 
sought to expand local facilities in that 
State. They helped sponsor a State- 
wide poll conducted by the Minneapolis 
Tribune and were gratified to learn that 
approximately three-fourths of the 
people of Minnesota shared their belief 
that local health services needed to be 


expanded. They were able to determine 
that older persons, those in the low-in- 
come groups, and those living in rural 
areas were most resistant to the develop- 
ment of full-time local health services 
throughout Minnesota. Significantly, 
these were the groups that stood to gain 
most from the proposed program, and 
this information was of some help in con- 
ducting the campaign that followed. It 
also was shown that approximately 75 
percent of those questioned were willing 
to pay a little more in taxes each year 
to support local health departments. 

If it can be demonstrated that a large 
percentage of the people in the com- 
munity are desirous of additional health 
services or an improvement in health 
conditions, this type of evidence carries 
much weight with legislative and other 
bodies in a position to expedite health 
progress. Although the Minnesota 
legislation was not passed at the time, 
we have here another example of the 
possible utilization of the sample survey 
method in the health field. 

It was the experience of the Minne- 
sota group, and it has been our ex- 
perience in San Diego, that a survey 
which shows that an educational cam- 
paign is making progress has a tre- 
mendous uplifting effect upon the morale 
of health educators and those who share 
their hopes and goals. This is not the 
least of the advantages to be derived 
from the use of polls. 

5. Polls are useful in quickly gathering 
information essential to the understand- 
ing of the health needs of a community— 
For example, in this way data can be 
collected on the incidence of nonreport- 
able diseases, population mobility, and 
shifts in the economic status of residents. 
Such data often have important implica- 
tions for a sound health program. If, 
for example, a sample survey indicates 
a very marked migration into an area, it 
is important to know the source or 
sources of the in-migration. It may be 
that most of the newcomers are arriving 
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from a part of the country in which im- 
munization procedures have not been 
used to any great extent. It also may 
be learned that the newcomers are con- 
centrating in certain sections of the city. 
This is the type of information that 
health educators need if they are to 
make a maximum contribution. 

Sample surveys can be used in ascer- 
taining knowledge of available health 
facilities, such as X-ray and prenatal 
services. Our San Diego studies show 
that a large percentage of our popula- 
tion have been unaware of their public 
health opportunities, possibly because 
we have been joined by many new- 
comers. 


Evaluation in Smaller Communities 

If it is granted that each community 
must carry on a continuous evaluation of 
its own health education program, and 
if it is acknowledged that polling meth- 
ods are useful in such a study, how are 
polls to be managed and financed in the 
smaller cities and towns? 
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It seems to me that the solution lies 
in the utilization of the services of poll- 
ing experts attached to colleges, State 
health departments, or other agencies 
with facilities for the tabulation and 
organization of data. These experts 
could design questionnaires and develop 
survey procedures which would be 
applicable to most communities. If 
funds are insufficient or lacking, the 
field work could be done by volunteers. 
Our San Diego experience indicates that 
parent-teacher groups are a very im- 
portant resource for this kind of work. 
In carefully controlled studies, we have 
found that women volunteers obtained 
results which were very similar to those 
reported by students in a college public- 
opinion measurement course. The vol- 
unteers received less than 2 hours of 
training as against the much more inten- 
sive preparation of the students. We 
are greatly encouraged by this finding, 
for it means that almost any community, 
given some outside guidance, can assess 
its own health education procedures. 


Surveying Community Needs 


IRA V. HISCOCK, Sc.D. 


Professor of Public Health, Yale University, New Haven, Conn. 


Purpose and Scope 


ETHODS of surveying community 
needs in relation to health usually 
embrace administrative research and 
exploration primarily, in contrast with 
more refined epidemiological and clinical 
processes. They may include a variety 
of procedures, including descriptive, his- 
torical, experimental, philosophical, 
prognostic, sociological, and creative, 
fully utilizing statistics. Others here 
will deal with methodology applicable 
to the study of diseases or conditions of 
long duration in population groups, to 
which the late Edgar Sydenstricker con- 
tributed, for example, in the Hagerstown 
Morbidity Studies and elsewhere,’ and 
in which the late Wade Hampton Frost 
and Lowell Reed participated, extending 
the methods to conditions involved in the 
maintenance of health.” 

A critical review of methods of meas- 
uring community needs is timely. Group 
judgment and common opinion have 
contributed to the development of cri- 
teria and plans for health practices. 
That sunlight is beneficial (when used 
properly) was supported, for example, 
by common opinion of doctors and laity 
since the time of the Greeks, and was 
supported by statistical evidence before 
the scientific, rational, and definite con- 
firmation was obtained regarding its 
effects in preventing rickets. 

Twenty-five years ago, in a paper on 
“Rendering an Account in Public 
Health,” Frost urged a firmer scientific 
Nore: Grateful acknowledgment is made of suggestions 

received from Robert Brown, M.P.H., Edward 


Cohart, M.D., Roscoe Kandle, M.D., Milton 
Roemer, M.D., and Charles Wilson, M.D. 


basis for procedures of preventive medi- 
cine and public health and stated that 
“the first step towards collecting better 
evidence is to recognize the deficiencies 
of that which is at hand.” _In opening 
the discussion of this presentation, the 
late Charles V. Chapin commented that 
the message “would have been oppor- 
tune at any time during the past forty 
years and, it is to be feared, will be 
equally needed for forty years to come.” 
Some progress has been made, but more 
is due in the remaining 15 years of 
Chapin’s time limit. 

A century ago, Chadwick, Graunt, 
and Farr in Great Britain, and Shattuck 
in the United States laid the groundwork 
for studies in social pathology.* Subse- 
quently in 1875, John S. Billings, M.D., 
Assistant Surgeon of the U. S. Army and 
chairman of a committee of the Ameri- 
can Public Health Association, drew up 
with his committee a List of Questions 
relating to the sanitary conditions of a 
city or town, “. . . intended to obtain, as 
far as possible, the information which 
would be desired in estimating the 
healthfulness of a given place, and to 
ascertain the local and especially the 
preventable causes of disease at that 
point. Facts and not opinions are de- 
sired, and the questions are drawn up 
in that point of view.” * 

Surgeon General Leonard Scheele re- 
cently emphasized the need for union of 
the natural sciences and the social 
sciences, and observed that many mea- 
surements in the social sciences are 
sufficiently exact for objective analysis 
and scientific conclusion. ‘““The methods 
for estimating the number of physically 
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handicapped persons in the United 
States,” he said, “probably yield as exact 
results as the methods for estimating the 
number of bacteria in one cubic centi- 
meter of milk.’’® And further, “certainly, 
there is room in all fields of research for 
improvement in methodology. Those of 
us who are concerned with medicine and 
medical research, however, must con- 
clude that the question of the ‘validity’ 
of the social versus the natural sciences 
is primarily academic.” 

Many methods of studying the needs 
in health and of measuring the efficiency 
of public health measures in a com- 
munity have been utilized, with varying 
degrees of success. It is difficult to de- 
vise a single type of “yardstick,” appli- 
cable in all localities and under varying 
conditions. The needs and resources of 
each are somewhat different. Both lay 
and professional groups should be 
brought together to study jointly the 
solution of problems affecting health, 
be they preventive, therapeutic, or en- 
vironmental.® Until recently, most of 
the appraisal methods have featured the 
amount or extensiveness of service per- 
formed, but in the last 15 years or more, 
efforts have been made to develop tech- 
niques of qualitative evaluation in the 
application of sound administrative 
methods to public health practice. 


Relationships 

In 1936, a report in Great Britain 
showed overcrowding to be closely asso- 
ciated with industry. However, from 
some viewpoints, a contrast can be 
drawn more clearly between the social 
conditions of industrial and agricultural 


areas than those of “town” and 
“country.” Also, the Social Surveys of 
Merseyside, Sheffield, Bristol, and 


Southampton showed a proportion of 
12 to 15 percent of their families or 20 
to 30 percent of their children as living 
below the poverty line. This meant that 
“they had not enough money for the 
mother, even if she were a perfect house- 
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wife, to pay for the bare essentials of 
rent, food, clothing, fire, light, and 
cleaning materials necessary to keep her 
family in health.” Sir John Orr calcu- 
lated that in 1936 one-tenth of the na- 
tion’s population, including one in four 
of its children, spent only 4s. weekly a 
head on food and had a dietary lacking 
in all the constituents most essential to 


health. Poverty was proved in the 
towns." 
The interrelationships of various 


factors are important in considering 
needs, and it is difficult to differentiate 
sharply between research and survey 
methods. Some years ago when evi- 
dence began to appear in support of the 
infectious nature of pellagra, Goldberger 
and Sydenstricker* began a socioeco- 
nomic study of communities in South 
Carolina. House to house, the living 
conditions of every family were re- 
corded; housing, family structure, occu- 
pation, diet, income. These studies 
indicated that faulty diet is the essential, 
primary factor in the causation of pella- 
gra. Yet it remained for experimental 
research to confirm this finding and to 
determine the specific nutrients involved. 
The correlation between the economic 
status and faulty diet (and the prev- 
alence of pellagra) led to reconsidera- 
tion of the importance of social factors 
in the production of disease and the 
maintenance of health. 

Or, a less refined study may be use- 
ful to determine basic problems and 
variations within districts of a com- 
munity, as illustrated by a study con- 
cerned with milk consumption during 
the depression in a small city. An edu- 
cational program to meet a need was 
begun only after a detailed survey had 
shown, for the different areas (see fig. 
3), where the drinking deficiencies were 
and the nature of the problem of chang- 
ing them to surpluses. For each sec- 
tion, racial distribution, proportion of 
children, and an economic status index 
were determined, and maps were pre- 


Vol. 41 CoMMUNITY HEALTH SERVICES 


red so that the situation might be 
visualized. Supplementary information 
about the use of canned milk, location of 
schools, child health stations, etc., was 
obtained. These data were utilized also 
in a more comprehensive study pre- 
paratory to the reorganization of the 
prenatal care program of the city. 


Ficure 
with Special Needs 


Community Features 

In broader terms, in attempting to 
measure community needs and the effi- 
ciency of health service, it is important 
that those engaged in the evaluation 
process become familiar with local con- 
ditions, the economic, industrial and so- 
cial factors relating to the population, 


_JMustrative Methods of Studying the Problems of a City, Concentrating on Districts 
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the geography of the area, transportation 
facilities, the characteristics of govern- 
ment. An analysis is desirable of popu- 
lation growth, movement of the popula- 
tion; age, race, and sex characteristics; 
and trends in mortality and morbidity.® 
Personal contact with those engaged in 
different phases of public health work 
and with leading citizens, including per- 
sonal inspection of work in operation and 
analyses of records, are among the 
necessary procedures to be followed. 
The time necessary for such study will 
vary with conditions, but a hurried 
check-up is likely to lead to incorrect 
impressions and misunderstandings. 


Appraisal Schedules 

The Pittsburgh survey, initiated in 
1907, marked the beginning of a new 
era in community studies, as it was pri- 
marily a social and educational under- 
taking.” The effect of this survey can 
be traced directly in the community 
case histories undertaken throughout the 
United States during the following 
decade. Then followed in 1920 the 
formation of the Committee on Admini- 
strative Practice of the American Public 
Health Association, which conducted 
surveys of administrative organization 
and health practice in communities 
throughout the United States, and de- 
veloped an appraisal form which later 
was modified to serve as an Evaluation 
Schedule.*14_ Through the use of a 
carefully arranged survey schedule the 
principal needs and problems of the com- 
munity are brought to light and defined. 
The program of community service in 
the several fields can then be analyzed 
against a background of social and 
health conditions, and the performance 


* This schedule is designed to aid in the visualization 


of problems and to provide a basis for the evaluation 
of services rendered 4 schedule has also been de- 
veloped by the National Organization for Public Health 
Nursing for a survey of community nursing service as 
a guide to local groups in appraising resources and 
needs. For early tests of validity, see Philip 5. Platt, 
The Validity of the Appraisal Form as a Measure of 


Administrative Health Practice, American Public 


Health Association, 1928 
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studied in relation to the need, with 
the result that the relative adequacy 
of public health work can be judged 
against the magnitude and type of local 
problem. The validity of the appraisal 
form was tested by Philip Platt in 1928 
and the evaluation and grading processes 
have recently been subjected to critical 
analysis by the staff and committees of 
the American Public Health Association. 

Data assembled are classified accord- 
ing to facilities and resources, to effort 
and activity undertaken, and to status 
of accomplishment. Activity reports 
are analyzed, time studies and other so- 
called efficiency methods may be utilized, 
and job analyses made. In qualitative 
studies especially, case reading will 
throw light on situations and conditions 
and point up working relationships. 
Schedules designed for special purposes 
may be necessary. It is possible to 
appraise the effectiveness of a single 
service such as disease control with 
reference to need, to consider the total 
service in reference to balance of various 
parts of the program, and to give special 
attention to the impact on an individual, 
or a family, or a neighborhood. Usually 
social data require analyses and con- 
sideration by both judgment (expert 
opinion) and statistical procedures. 
The staff of the American Public Health 
Association has found that field studies 
and analyses from the Evaluation 
Schedule show reasonable correlation 
for items where numerical and other 
objective data are obtainable. The 
evaluation schedule does not permit 
judgment or adequate consideration of 
whether limited resources are used to the 
best advantage. 

Items of accomplishment in terms of 
presumed desirable activities, such as 
the level of immunization, the percentage 
of prenatal cases and infants receiving 
nursing care, the percentage of dental 
defects corrected, etc., appear to be more 
sensitive and reliable indices than such 
indices as mortality rates. Mortality 
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rates in some instances are useful, as 


for example, diphtheria and typhoid. 


mortality. In regard to features of 
tuberculosis control, there is confusion, 
due partly to the lack of definitions. 
Some items which do not correlate with 
features considered “good’ in tubercu- 
losis programs are “new cases found per 
death,” “percentage of cases in minimal 
state,’ “yield of mass X-ray survey,” 
“percentage of cases on the register 
visited by a nurse.” The death rate ap- 
pears to be influenced by long-term 
economic and other social and medical 
care factors more than by elements of 
the control program, and does not re- 
spond readily to control measures. 
There is opinion among some workers 
in public health that the state of social 
organization of a community is a greater 
determinant of its needs for specific 
types of action than is its vital statistical 
record. Hence ample attention should 
be given to what is being done with 
reference to organization in comparison 
with the time often spent on such ob- 
jective measures of health status as cases 
of morbidity, mortality, and defects 
(physical examination results). A com- 
munity survey reviews organized activi- 
ties according to the three factors: (1) 
official and voluntary in control; (2) 
preventive and therapeutic in type; and 
(3) local, State, and Federal in origin. 
But information cannot be gathered 
readily along those lines. To collect in- 
formation on the status of organized 
health service in a community, it is 
necessary to assemble facts, agency by 
agency, from: (1) tax-supported agen- 
cies (official health agencies, and also 
those with health functions), (2) volun- 
tary agencies (voluntary health agencies, 
and also those with health functions), 
(3) economic enterprises (businesses 
concerned with health, and labor and in- 
dustry with health functions), (4) self- 
supported agencies (professional societies 
and civic and social groups with health 
functions). After data are assembled on 


what these agencies are and do, analysis 
of specific needs can be made as to the 20 
or more types of programs of the 
A.P.H.A. Evaluation Schedule, according 
to medical care programs (for certain 
persons, classes of service, and disabil- 
ities) , and according to research and per- 
sonnel training. Against a general back- 
ground of statistical data on illness, 
defects, and death, deductions may be 
made as to where gaps and unnecessary 
duplication exist. 


Chronic Illness 

The differentiation between method- 
ology of surveys and of research is diffi- 
cult and perhaps unnecessary, as 
illustrated by a community study of 
chronic diseases. It is necessary to 
gather information about two broad as- 
pects of the chronic disease problem, 
namely, morbidity and its implications, 
as expressed by various indices, and 
medical care facilities. Generally, while 
data regarding mortality for the com- 
munity in question are readily obtain- 
able, morbidity rates and related indices 
are lacking. It would be impossible 
within the limits imposed by restricted 
time, money, and personnel to determine 
these indices accurately. And further- 
more, it would be unwarranted, since 
estimates of sufficient accuracy for the 
purposes of the survey can be obtained 
by application to the community in ques- 
tion of indices which have been dis- 
covered as the result of previous chronic 
disease research. Shortcomings in the 
scope of such measures of disease can be 
corrected only by expanded research in 
the epidemiology of the chronic diseases. 

Once the disease base of the problem 
has been determined, it becomes neces- 
sary to ascertain the medical care facili- 
ties which are available in relation to 
these illnesses. Medical care is here 
used in its broad sense to run the 
“gamut” from prevention to rehabilita- 
tion. This step requires a survey and 
description of all these facilities, since 
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the small numbers usually involved in 
each category preclude the use of sam- 
ples. These facilities are then cate- 
gorized as adequate or inadequate in 
relation to the chronic disease needs of 
the community in accordance with an 
“a priori” concept of adequacy. The 
standards of adequacy do not grow out 
of the survey data but are superimposed 
upon them from without. 

Research into adult health problems 
in population groups can also be divided, 
as discussed above for surveys, into two 
broad categories, i.e., investigation into 
the epidemiology of the diseases of adult 
life and investigation into the medical 
care needs of the adult. Only that re- 
search which is related to the epidem- 
iology of the chronic diseases will be 
discussed here. The occurrence of this 
and of other types of disease is depend- 
ent upon the interaction of the geneti- 
cally determined organism with its 
environment. The objectives of re- 
search, therefore, are to determine those 
hereditary and environmental attributes 
which are productive of disease. This 
aim can be approached by the collection 
of mass data and the statistical analysis 
for possible correlations. Such corre- 
lations do not necessarily indicate causal 
relationships but serve to narrow down 
the field for more intensive research. 

The method might be illustrated by a 
cancer study which is under way in the 
Department of Public Health at Yale. 
This study, using the City of New 
Haven as its laboratory, aims to discover 
any correlations which may have existed 
between cancer morbidity by individual 
site and inheritance and cultural and 
economic patterns. Two basic sets of 
data are used. One group of data con- 
sists of ecological material for New 
Haven developed by Professor Maurice 
Davie, of the Department of Sociology. 
The chief source of this material was a 
family survey of New Haven based upon 
a sample of 2,000 cases selected at ran- 
dom. This material was checked with 
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other sources of information such as 
relief records, club membership lists, 
etc. The second group of data consists 
of reports to the Division of Cancer Con- 
trol of the Connecticut State Depart- 
ment of Health of cases of cancer which 
have occurred in New Haven since 1935. 
The reports are obtained by a system of 
voluntary reporting by hospitals. They 
are augmented, where necessary, by 
cancer death reports. Except for skin 
cancers, which are infrequently hos- 
pitalized, there is some internal and ex- 
ternal evidence that these reports are 
at least 90 percent complete. Their 
validity depends upon the level of 
medical practice in the community. 
While occasional cases of cancer are 
never diagnosed as such and are there- 
fore not reported, and occasional re- 
ported cases of cancer were in reality 
not cases of cancer at all, some check 
on these factors is obtained by the high 
percentage of confirmatory pathological 
diagnoses, either by biopsy or at autopsy. 
In any event, no further check upon the 
validity of this material is contemplated 
since no reasonable method for accom- 
plishing it has presented itself. The 
material thus obtained is being subjected 
to statistical analysis. 


Occupational Health 

Comprehensive survey methods for 
occupational health have already been 
developed.* In 1934 the Division of 
Industrial Hygiene of the U. S. Public 


* The modern concept of occupational health implies 
two overlapping areas of concern: 

1. Protection of health—provision of services to 
protect the worker from health or accident 
hazards peculiar to his occupation which arise 
out of, or in the course of, his employment. 
Examples are the control and prevention of 
occupational accident and disease hazards. 

. Promotion of health—provision of adult health 
and welfare services to ensure for the worker 
his optimum state of health, productivity, and 
social and economic adjustment. Examples 
are the control and prevention of communicable 
diseases (such as tuberculosis, venereal disease, 
and acute respiratory disease), the chronic 
diseases ‘such as cancer, diabetes, cardiac dis- 
ease, nephritis, and mental illnesses), and pro- 
vision of adequate medical care for the worker 
and his family. 
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Health Service issued Public Health 
Bulletin No. 216 entitled “The Potential 
Problems of Industrial Hygiene in a 
Typical Industrial Area in the United 
States.” This was a survey of St. 
Louis, Missouri, conducted in 1933-34. 
Following the organization of industrial 
hygiene units in State and local health 
departments through funds made avail- 
able after passage in 1935 of the Social 
Security Act, 15 States made surveys 
of their potential industrial hygiene 
problems. In 1940 was issued Public 
Health Bulletin No. 259 entitled “A 
Preliminary Survey of the Industrial 
Hygiene Problem in the United States.” 
This was a compilation of the surveys 
made in the 15 States, various special 
studies conducted by the Division of 
Industrial Hygiene, and related material 
from many additional sources. While 
these surveys were concerned primarily 
with ascertaining the nature and extent 
of occupational health hazards both in 
the United States as a whole and at the 
State and local levels, data were col- 
lected also on the services which were 
provided workers through their places of 
employment. When the two phases— 
heaith fAazards and health services— 
were balanced against each other, a 
clear indication was established of the 
magnitude of the potential industrial 
hygiene problem. An application of 
these ideas can be made in community 
health surveys. 

When one appreciates the industrial- 
ized nature of life in America, it is per- 
ceived that surveys of community health 
services and needs bring into focus the 
services which are needed, and the ex- 
tent provided, through the place of em- 
ployment. 

The approach of the community sur- 
vey from the occupational health 
standpoint is the same as that utilized 
in the determination of the potential 
industrial hygiene problem. Under the 
modern concept of occupational health, 
however, the scope of the survey would 


be broader in order to give the emphasis 
merited by the need for adult health 
services, and those which are provided, 
at the place of employment. Survey 
methods, adequately tested, are de- 
scribed in Public Health Bulletin No. 
259 (Appendix A, p. 97). Ideally the 
desired data might be obtained by an 
occupational health survey of each plant 
in a community together with the health 
services provided either at the plant (by 
management) or at union health centers 
(labor operated). In larger communi- 
ties this approach would be. impossible, 
for the usual survey team and a repre- 
sentative sampling of industrial and 
commercial establishments—adequately 
representing the types of operation and 
size of employee group—must be se- 
lected for study. Useful data may also 
be cbtained from local health and wel- 
fare departments, chambers of com- 
merce, and State industrial hygiene 
divisions. The attitude toward occupa- 
tional health services of a representative 
segment of management and of organ- 
ized labor should be ascertained. This 
phase of a community survey should be 
conducted by one reasonably familiar 
with occupational health work. 

In evaluation of the data obtained 
from the occupational health survey, it 
is unfortunate that, as yet, there is no 
generally accepted basis for balancing 
the need for occupational health services 
against the services which may be pro- 
vided. To be sure, in the field of occu- 
pational accidents and injuries, time- 
proven criteria have been established. 
The same is true, although to a some- 
what lesser extent, in the field of 
occupational disease hazards and their 
control. Only meager data are avail- 
able, however, on which one can evalu- 
ate objectively the state of health of the 
employed population of any community. 
Particularly in the smaller establish- 
ments, statistical data are lacking on 
epidemiology and morbidity and mor- 
tality related to occupations. This need 
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must be met by extended research 
studies. Among other schools, the In- 
stitute of Occupational Medicine and 
Hygiene of the Department of Public 
Health, Yale University, is in process of 
beginning this type of research study in 
a group of eight small plants in Hartford, 
Connecticut, which, since 1946, have had 
a joint medical service and have main- 
tained an excellent uniform system of 
health records. In the absence of such 
information, judgment based on the ex- 
perience of those in the field, and good- 
practice criteria developed by manage- 
ment, labor, and organizations interested 


in the advancement of ocupational 
health services, must serve as the yard- 
stick. 


With the methods available to com- 
munity health survey teams, and in 
spite of the shortcomings discussed, it 
is possible to appraise with reasonable 
adequacy the occupational health serv- 
ices needed and provided in the modern 
community. No such survey would be 
complete without this evaluation. 


School Programs 

Surveys of school health programs can 
be approached in different ways, one 
related to the health status of school-age 
children and another directed toward a 
study of the degree to which programs 
exemplify what is considered good prac- 
tice according to commonly accepted 
criteria. In either case programs should 
be evaluated in terms of the specific 
purposes for which they have been 
organized. When these purposes have 
not been enumerated, it must be 
assumed that they are comparable to 
those recommended in the literature. 
Surveys are aimed at improving pro- 
grams, and the method used will be 
selected according to its value in achiev- 
ing this purpose. 

Health status of school-age children 
can be measured by data that reveal 
the rate and causes of death; the rate 
of cases of sickness during a specified 
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period of time and the causes of sick- 
ness; the prevalence of such defects as 
impaired vision and hearing, dental de- 
cay, rheumatic heart disease, and ortho- 
pedic defects; the rate of children insti- 
tutionalized because of retarded mental 
development, blindness, or deafness; the 
rate and kinds of injuries resulting from 
accidents; the proportion treated in 
child guidance clinics; and the propor- 
tion found to be undernourished or to 
have quantitatively or qualitatively in- 
adequate diets. To the preceding may 
be added information concerning the 
extent to which children have received 
preventive treatment for such diseases 
as smallpox, diphtheria, tetanus, and 
whooping cough. 

In many communities data of this 
nature are either not too helpful or not 
readily available. Since mortality dur- 
ing the school-age years is low, mortality 
data may not be of much help in evalu- 
ating the school health program. Data 
regarding morbidity are unreliable. In- 
formation regarding common defc.is 
reflects the subjective judgment of the 
examining physician or dentist and con- 
sequently has limited value from the 
point of view of a scientific analysis of 
health needs. Despite this limitation, 
such data with information as to action 
taken on the findings are needed. Better 
indices than those mentioned should be 
obtained and their value estimated. 

Difficulties in securing reliable facts 
concerning morbidity relating to physi- 
cal and emotional defects or disabilities 
usually make it desirable to supplement 
such data with information concerning 
the school health program and how it 
is conducted. Information is obtained 
relating to number and qualifications of 
personnel of different categories, salary 
schedules, community relationships, pol- 
icies established, printed or mimeo- 
graphed guides or manuals, and type, 
quality and content of annual reports. 
Comprehensiveness of the program is 
determined through information con- 
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cerning each component part, includ- 
ing (@) provision of a healthful environ- 
ment; (b) development of classroom 
procedures, including teaching methods, 
that promote mental and emotional 
health; (c) procedures for the care of 
emergency sickness or injury; (d) pro- 
cedures for preventing or controlling 
communicable diseases; (e) health ap- 
praisal; (f) health counseling and ade- 
quacy of treatment resources; (g) 
health education in both elementary and 
secondary schools; (#) provisions for 
the education of the handicapped; and 
(i) activities to protect and promote the 
health of school employees. In each in- 
stance activities in these various cate- 
gories are compared with usual practices 
or with recommendations in the litera- 
ture. 

Data relating to school health pro- 
grams may be gathered by experts in 
the area of school health and health 
education through observation, inter- 
view, and questionnaire. This is the 
traditional procedure and has brought 
about desirable improvements in many 
instances. On the other hand, some- 
times a community is not ready to accept 
the recommendations of experts and the 
survey report is filed without action. In 
such instances the survey has little value. 

To overcome this potential hazard, 
self-surveys by school health personnel 
and local citizens, with advisory assist- 
ance from experts, have been tried. 
This cooperative type of procedure was 
utilized in a survey of the schools and 
total school program in Lincoln, Ne- 
braska, by Hill and Brownell..* A 
similar approach was used by the De- 
partment of Public Health, Yale Uni- 
versity, in surveying school health in 
East Haven, Connecticut, and is 
planned for two additional communities. 
Committees were organized to study 
different aspects of the school health 
program, each having representation 
from the school staff and from parents 
or community agencies or organizations. 


Survey participation by members of 
the school staff and by representatives 
of community groups has both imme- 
diate and future value. Through par- 
ticipation, individuals gain understand- 
ing of the health problems of school-age 
children and what is being done about 
these problems. They learn of the 
agencies concerned with the health of 
children and the methods that are used 
to coordinate the health efforts of 
parents, school personnel, health depart- 
ments, voluntary health agencies, and 
professional associations. Perhaps they 
learn that there is a lack of coordina- 
tion! Familiarity with health problems 
and health programs gives them the in- 
formation they need to formulate, with 
or without the help of experts, recom- 
mendations for action. And since they 
have been involved in formulating the 
recommendation, they are more ready 
to help implement it. Participation in 
health surveys by lay people helps to 
develop a better-informed group that can 
take future leadership in bringing about 
necessary program improvements. 

Rheumatic fever is of special concern 
to school and to other community 
groups. Illustrative questions used in 
determining community needs in case 
finding may be taken from a schedule in 
a survey of a rheumatic fever program: 

(1) How many cases has the rheu- 
matic fever program agency discovered 
as a result of thorough screening or 
survey (in school or by private physi- 
cian) of children who would otherwise 
not have been examined? (This includes 
family contacts.) 

(2) How many previously undiscov- 
ered cases of rheumatic fever or rheu- 
matic heart disease came to the atten- 
tion of the program or other medical 
agencies and private physicians, as a 
result of the program activities? 

(3) How many of these newly dis- 
covered cases needed: 

(a) Active treatment and manage- 
ment. 
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(6) Modified activities. 
(c) Vocational guidance and re- 
habilitation. 


Neighborhood Studies 

In planning the district health pro- 
gram for New York City, a series of 
studies was undertaken on the sugges- 
tion of the late Edgar Sydenstricker and 
in collaboration with Dorothy Wiehl 
and others, dealing with the population, 
health conditions, health facilities, and 
services in a particular district.’° Var- 
ious study methods were used including 
detailed analyses of census and vital 


Statistics data (see figs. 4-8), exam- 
ination of available records, use of the 
American Public Health Association 


appraisal form, and special surveys to 
obtain through home visits sampling 
observations of family problems and 
services received. The first step was the 
collection of available information as to 
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the health needs of the population and 
the existing health facilities and services 
in this district. Special data were ob- 
tained from the Census Bureau on race, 
color, nativity, number and size of 
families, home ownership, value of 
homes, and rentals. Use was made of 
previous surveys and reports of the De- 
partment of Health, and this informa- 
tion was supplemented and brought up 
to date by further analyses of the organ- 
ization and services rendered by the 
different bureaus and divisions in a year, 
through personal interviews with bureau 
and division directors. Detailed in- 
formation was also obtained on the serv- 
ices rendered in the district by official 
and voluntary agencies. 

As previously noted, mortality data 
and the incidence of notifiable diseases 
do not reveal all the problems of a 
population nor do statistics of the vol- 
ume of services rendered describe how 
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Ficure 4—Mortality from All Causes, per 1,000 Population in the Mott Haven District of New 
York City, by Health Areas (Annual Average Rates Adjusted for Age, 1929-1930) 
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Incant Mortaciry ih Morr Haven Heactn Distreict, New Yorn Cirv, i930 
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FicureE 5—Deaths of Children Under One Year of Age, per 1,000 Live Births (Infant Mortality), 
by Health Areas, in the Mott Haven District of New York City, 1930 
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Ficure 6—Deaths from Pulmonary Tuberculosis, per 100,000 Population, by Health Areas, in 
the Mott Haven District of New York City, 1930 
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Economic Stratus, Morr Haven Distreictr, New Yor« City, 1930 
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FicureE 7—Economic Status, as Indicated by the Median Monthly Rental of Homes, in the 
Mott Haven District of New York City, by Health Areas, 1930 
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Ficure 8—Distribution of Health Facilities in the Mott Haven District of New York City, by 
Health Areas, 1930 
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these services were related to specific 
needs of individuals. By means of a 
special survey of a random sample of 
1,000 families, an attempt was made in 
the Mott Haven District to obtain more 
information on how the various activi- 
ties of the Health Department and those 
of voluntary agencies were distributed 
in the community and on the actual 
services rendered for the care of various 
health problems. The families were 
visited by a special investigator and the 
information collected was of the follow- 
ing types: roster of family and age of 
each individual, place of birth and edu- 
cation of both husband and wiie, ap- 
proximate income in preceding 12 
months, rent paid and description of 
housing conditions, illness and disabil- 
ity, source of medical care and all other 
health care in preceding 12 months. 
Data on the health needs of families not 
receiving any services as well as for 
those with services were obtained. The 
relation of the preventive and educa- 
tional services rendered to the specific 
health problems and other conditions 
observed in the families gives some indi- 
cation of the adequacy of the services. 
Such information may be used in guid- 
ing the improvement of the program, 
and the data collected also provide a 
base line against which improvement in 
the service under the district adminis- 
tration may be measured.’® In various 
forms, these procedures have been used 
effectively on a city-wide basis and in 
districts in New Haven, in studies of 
hay fever, of chronic illness, and of other 
problems. 

Another sampling method has been 
utilized recently in Philadelphia for se- 
curing essential data regarding such 
critical indices of service as level of 
immunization and medical and public 
health nursing services to antepartum 
mothers and to infants.'* 

There are many questions to be con- 
sidered before a survey is undertaken. 
Millions of dollars have been spent, and 


continue to be spent, on surveys of 
health and welfare agencies and of com- 
munity needs. Leadership, time, and 
energy are required. Among the recur- 
ring questions are: What is the purpose 
of these surveys? Who wants them? 
What do they accomplish? Are they 
worth the cost? Are there other devices 
which might prove to be as effective and 
less costly? Is the community prepared 
for the study? What is the result in 
meeting the needs of the people of the 
communities concerned? If the purpose 
of a survey is to reveal unmet com- 
munity needs, as well as the extent and 
quality of work in already existing 
services, all the groups concerned with 
the survey should recognize in advance 
that genuine research into community 
social problems and an evaluation of the 
many facilities for meeting needs will 
be necessary.* Occasionally a study 
reveals acute problems and results in 
constructive action. Factual informa- 
tion, assembled, analyzed, and _ inter- 
preted, is the basis on which advances 
are made in medicine, agriculture, indus- 
try, finance, and other fields.’ Surveys 
can be an educational experience for a 
community—even when the general 
conclusions could have been anticipated 
from findings in other places. Adminis- 
trative and other forms of research will 
provide the basis for planned action. 
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Discussion 


R. P. KANDLE, M.D. 
Field Director, American Public Health Association, New York, N. Y. 


four papers present a wide 
spectrum of objectives, subjects, and 
methods. Discussion of them, particu- 
larly in this setting, involves trepidation 
and a considerable feeling of inadequacy. 
I shall seek your indulgence in thinking 
through some of the difficulties. 

This conference is announced on the 
subject of “Methods in Public Health 
Research.” Webster says that research 
is “(1) a searching for something, es- 
pecially with care and diligence, (2) 
careful or critical examination in seek- 
ing facts or principles; diligent investi- 
gation.” Without precisely defining 
public health, it seems pertinent to note 
that this discussion assumes that public 
health is a social science having a back- 
ground in and based to a large extent on 
the natural sciences. Thus we might 
expect to find diligent investigation both 
among the exact sciences and in the 
broader social phenomena. 


This morning the subject is “Methods 
in Evaluation of Community Health 
Problems.” We are to examine methods 
of taking stock, of appraising “health 
problems.” As Dr. Lowell Reed has 
pointed out in “Backgrounds of Social 
Medicine,” published by the Milbank 
Memorial Fund, when we use the term 
“health” we imply our modern con- 
cepts of “positive health” although we 
have few means of classification other 
than those dealing with ill health and 
disease. We also immediately become 
involved in socioenvironmental factors 
which require consideration both of the 
physiology of individuals and the com- 
plex variables in a specific population 
group. We must deal with people and 
all that that implies. 

There are many things about these 
problems and this conference which re- 
mind us of Sir William Osler’s essay, 
“The Old Humanities and the New 
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Science.”* You recall that Dr. Osler 
was chosen to preside over and give the 
annual address of The Classical Asso- 
ciation of Great Britain. I am sure 
we could use here today the incompara- 
ble skill and sly humor which he brought 
to the problem of bridging the gap be- 
tween the classicists and the humanists. 

As we get down to the detailed con- 
sideration of this morning’s papers, one 
basic problem stands out, it seems to 
me. It is related to the eternal problem 
of evaluation, which in simple language 
is “how much credit can be given for 
effort,” and to the basic hypotheses on 
which the projects and reports are based. 
The papers appear to make extensive use 
of the kind of hypotheses in which we 
say that, given certain facilities and 
measurable effort, certain desirable re- 
sults are accomplished. We often can- 
not measure the ‘accomplishment by 
satisfactory methods, but we can measure 
the facilities and the effort. We are all 
aware, of course, that most routine 
evaluation procedures measure effort 
alone. 

A simple example in which the 
hypothesis has been fairly well tested 
by specific detailed research is in re- 
gard to the level of immunization of a 
particular group. We can fairly safely 
assume that a high level of immuniza- 
tion will control diphtheria. On the 
other hand, we know but little about the 
precise benefits obtained from public 
health nursing visits to a unit of popu- 
lation. 

Mr. Moore and I arbitrarily divided 
the papers with regard to detailed con- 
sideration and so I should like to com- 
ment on Dr. Hiscock’s and Dr. Pullen’s. 

Dr. Hiscock directed our attention 
and stretched our thinking from indi- 
viduals to the community. He empha- 
sizes the place of survey methods in 
providing data for diagnosis of social 
pathology, enabling us to recognize 
significant correlations and to test some 
of the hypotheses on which much ad- 


ministration and expenditure of funds 
rest. 

Both Dr. Hiscock’s and Dr. Pullen’s 
papers include the education and moti- 
vation of people among the major ob- 
jectives to be achieved. Both are 
interested in seeking new knowledge and 
new patterns, and both are interested, 
at the same time, in having people 
change their behavior. There can be 
little doubt that the combination of 
seeking facts and motivating people 
greatly influences and interferes with 
the seeking of facts which-I think we 
can properly call research. It slows up 
the process, often distorts the results. 
On the other hand, except in the most 
unusual circumstances, when people 
participate in any survey or research 
project they will be educated or changed 
in some way, good or bad, and to a 
greater or lesser degree. The lesson 
seems to be that, in the great majority 
of instances, research projects involving 
people must consider this aspect; and, 
on the other hand, the opportunities for 
research must be diligently sought in 
surveys which are primarily for problem 
solving and social change. It is clear, 
too, that improved survey and evaluation 
techniques depend on the testing of 
many working hypotheses by more re- 
fined research. Dr. Hiscock had a 
significant sentence in this connection. 
He said, “Correlations determined in 
this way [that is, by collection of prev- 
alence and incidence data and relating 
it to socioenvironmental factors] do not 
necessarily indicate causal relationships 
but serve to narrow down the field for 
more intensive research.” 

Another phase of Dr. Hiscock’s paper 
is that a multidiscipline approach is 
stressed. The use of qualified teams 
representing a variety of training and 
backgrounds has advanced these meth- 
ods and results. Dr. Pullen’s project, 
although in the area of medical care and 
medical education, deals to a very large 
extent with the motivation of physicians, 
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their relations with their patients, and 
with education in the social fields as well 
as medical knowledge and skills. It is 
quite possible that medical discipiines 
alone are not adequate to measure 
effectively or even recognize the details 
of the actions involved. 

Dr. Pullen’s first paragraph is an 
excellent example of the type of hypoth- 
esis referred to above. He says, and I 
paraphrase his words, that it is rea- 
soned that, if more complete diagnostic 
facilities, consultations, etc., were pro- 
vided, improvement of medical care 
would result. Some of the measuring 
sticks are the availability of the facili- 
ties and their use (that is, the efforts 
expended), although attempt is made to 
correlate them with indices of sickness. 
This type of reasoning is also applied 
in the decision to concentrate on meeting 
the needs of the nhysicians rather than 
the needs of the population. The ob- 
vious premise is that, given better- 
equipped physicians with motivation to 
use the facilities, rural medical care will 
be improved. I am not questioning the 
premise. My point is that fundamen- 
tally we must recognize these as 
hypotheses and test them by separate 
detailed research in order to use such 
indices to measure medical care or any 
other health problem. We would need 
to know what the term “medical care” 
is to include. We should then be able 
to select some particular detail and test 
before and after the project, or by means 
of a control group, to determine if there 
was some accomplishment. Without 
trying actually to select such indices, 
perhaps maternal mortality or school 
days lost from pertussis might be 
analyzed. On the positive side some 
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families might be studied for increase in 
number of days at work, or rate of 
growth among groups of infants and 
children. if we could successfully dem- 
onstrate that better-prepared physicians 
with adequate facilities accomplished 
these results, we could subsequently 
evaluate the qualifications of the physi- 
cians by ascertaining the relatively 
simpler data relative to their educational 
backgrounds and their use of facilities 
such as laboratories, hospitals, and con- 
sultants. 

If a suggestion of method is in order, 
it would seem that if Dr. Pulien’s and 
Dr. Hiscock’s methods were combined, 
the Tulane project would be consider- 
ably strengthened. Some elements of 
the basic hypothesis may be susceptible 
to more precise measurement as Dr. 
Pullen inferred. 

We are attempting to explore this 
morning an enormously broad, difficult, 
and in a sense, new field. In many ways 
it is discouraging and frustrating, par- 
ticularly to those whose training is pri- 
marily in the exact sciences. Osler’s 
essay helps us in this regard. He says 
“Think of the Cimmerian darkness out 
of which our generation has, at any rate, 
blazed a path!” * He also reminded the 
classicists who, like this group of 
scientists, were few and very highly 
trained that, “Though small in number, 
your group has an enormous kinetic 
value, like our endocrine organs.” * 
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Discussion 
FELIX E. MOORE, JR. 


Chief, Biometrics Research Section, National Heart Institute, National Institutes of 
Health, Bethesda, Md. 


HE letter of invitation to the dis- 

cussants on this program contained 
the following instructions: “. . . you 
are asked to focus your discussion en- 
tirely on the methodological aspects 
rather than on the findings of the papers 
to be presented. It is hoped that you 
will describe, in relation to the objectives 
of the study, the techniques for ascer- 
taining the accuracy and validity of ob- 
servations, the design of sampling pro- 
cedures used, the methods of evaluating, 
the factors essential to sound results, and 
the selection of experimental and con- 
trol groups. Discussions are to be 
limited to 20 minutes each.” 

That’s a large order—one which your 
discussants felt with full force after we 
had received advance copies of the four 
meaty papers which have been presented 
here this morning. Therefore, as Dr. 
Kandle has stated, we have agreed to 
divide the task, and I will, accordingly, 
confine my remarks to the papers by Dr. 
Hubbard and Mrs. Pennell on the Sur- 
vey of Pediatric Services, and by Pro- 
fessor Kaplan on the Evaluation of 
Health Education Activities. 

The Survey of Pediatrit Services is 
perhaps the largest survey undertaken 
in the health field since the National 
Health Survey of 1935-36—its total 
cost was over a million dollars.1 It 
should be remembered that the paper by 
Dr. Hubbard and Mrs. Pennell reports 
on only a small part of the total survey, 
namely, the estimation of the total 
amount of services rendered to children 
by doctors, hospitals, and community 
health agencies. The magnitude of the 
task undertaken by those responsible 
for the administration of this survey is 


almost overwhelming. They worked 
with 50 local jurisdictions in setting up 
the survey on a decentralized basis, and 
questionnaires were mailed to over 
116,000 physicians, in addition to 
those sent to dentists, hospitals, and 
other health facilities. When they 
state that “the vastness of the study’s 
scope and its decentralization . . . gave 
rise to enormous difficulties,” I am sure 
that they are indulging in understate- 
ment. In spite of these difficulties, a 
complete report was published in book 
form within 3 years of the time that 
collection of the basic data began.* 
From the standpoint of the immediate 
interests of this audience, however, an 
even more impressive result of the work 
of this group is the publication, sepa- 
rately, of an extensive report on method- 
ology.* With 50 pages of text, repro- 
ductions of all forms used, and 161 
tables, this report contains a step-by- 
step analysis of the activities of the 
survey. It describes in detail the 
methods used in collecting the data, and 
also the methods of estimation used to 
correct for missing or faulty data. The 
publication of such a report is good re- 
search methodology. It is elementary, 
perhaps, yet it is often overlooked in 
surveys of this type, since enthusiasm, 
and funds as well, often wane rapidly 
after the basic report has been written. 
It is not easy to comment briefly on 
the specific methodology of this study, 
because of the multitude of interesting 
methodological problems that invite at- 
tention. It is not difficult, however, to 
picture one of the main dilemmas that 
was encountered in working out the 
basic design. Data were wanted for 
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individual States and counties (or, at 
least, groups of counties). Moreover, 
it was undoubtedly considered expedient 
to place responsibility for data collection 
in the hands of local groups. The de- 
cision, at least with respect to coverage 
for individual physicians, was to con- 
duct a full census by mail questionnaire. 
The result, as the technicians undoubt- 
edly fo..saw, was incomplete coverage, 
with a mean return for the country as 
a whole of 64.9 percent, and a range 
among individual States from 44.0 per- 
cent to 84.9 percent. 

Bias in response to the questionnaire 
was suspected to be related to the 
amount of services provided, and this 
supposition was confirmed by a well- 
designed follow-up survey in four States. 
This survey was based on an area sample 
design and information was secured by 
personal interview. It is important to 
note that this survey established that 
bias was present in the original results 
even though there were only small 
differences between the respondent and 
nonrespondent groups with respect to 
anything that could be measured “a 
priori,” namely, age, sex, race, or hos- 
pital training. It was with respect to 
facts that could be measured only by the 
survey itself that the nonrespondents 
were unrepresentative. The net result 
of this analysis was that data from the 
four-State sample follow-up were used 
to derive over-all correction factors 
which were then applied to appropriate 
size-groupings of counties within each 
State. This critical evaluation of the 
validity of the data is, again, good 
methodology. 

Now comes the difficult part of this 
discussion. Is it fair for the research 
technician, protected by the safe irre- 
sponsibility of hindsight, to inquire into 
the possible alternative designs for a 
survey of this type? I hope that this 
is the kind of meeting where we can do 
that. 

The main study was, for the most part, 
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carried out without obvious sampling, 
that is, an attempt was made to obtain 
data from every element in the universe 
of study—physicians, hospitals, etc. 
(There was, of course, time-sampling, in 
that data on only a single day’s ex- 
perience were secured from each physi- 
cian.) I assume that the decision to 
try for 100-percent coverage was based 
on the desire to have data available, 
not only for each individual State, but 
for counties and possibly cities as well. 
What was the result? The data ob- 
tained were actually based on a 65-per- 
cent “sample” (on the average) which 
contained serious bias. This bias was 
corrected by weights calculated from a 
very small sample from four States, the 
results of which may not, in fact, be 
applicable outside those States. And it 
is not, I believe, possible to estimate the 
sampling error of these weighted figures. 

Might it not have been preferable to 
have attempted less at the beginning— 
to have designed a series of State samples 
which would have yielded results of 
predictable sampling error for States 
and groups of counties, if not for indi- 
vidual small counties? If less extensive 
coverage had been undertaken, more in- 
tensive follow-up might have been 
feasible. 

We can assume, I believe, that good 
follow-up, by personal interview if 
necessary, could have raised the rate of 
response to the questionnaire above 90 
percent. If that had been the case, then 
even relatively small samples would have 
yielded more reliable estimates both for 
States and county groups than were 
obtainable by making corrections which 
could not in any event be applied to all 
cells in the break-down of the data. 

Not only could this design have 
vielded more reliable results, but it could 
have yielded savings (including the cost 
of the four-State follow-up study) 
which might have been devoted to more 
intensive studies of the problem. I think 
we would all agree that the number of 
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visits to physicians per 1,000 children 
per day is at best a very crude measure 
of medical care. Perhaps an intensive 
small sample national survey, based on 
personal interviews and carried out 
simultaneously with the large-scale sur- 
vey, would have yielded much more ex- 
tensive data on pediatric care for the 
country as a whole. The more limited 
local data might then have been more 
meaningful in the light of the more ex- 
tensive national data. 

But this sort of speculation on what 
might have been done would be com- 
pletely out of order at this time, if we 
did not try to abstract some more gen- 
eral principles which would serve as 
future guides in similar situations. 

As I see it, the important question in 
the designing of almost any survey of 
this type is, “How much information 
of what quality will X dollars buy?” 
It is the responsibility of the consumer 
to state how much information he needs, 
and how much he is willing to pay for 
it. It is the responsibility of the tech- 
nician to state how much information he 
can deliver of what quality, for the set 
amount. At that point some compro- 
mises must aimost always be made. At 
times there must be compromise on cov- 
erage—X dollars will not buy extensive 
geographical or other type of detail of 
any reasonable quality. At times there 
will be compromise on quality, with a 
clear understanding on the part of all 
that attainable quality will be sufficient 
for the problem at hand. Under these 
conditions the technician must be pre- 
pared to offer a number of alternative 
designs, varying in coverage and in 
quality. He must be prepared to ap- 
proximate 100-percent coverage if the 
uses of the data require it. He must 
be prepared to sample, with possible 
sacrifice of detail, in order to maintain 
quality for a given cost. Sometimes he 
must be prepared to recommend that no 
study be carried out if neither quality 
nor coverage can be adjusted to fit the 


cost, nor cost adjusted to minimum 
standards of quality and coverage. Ina 
sense, however, all these are negative 
considerations. The technician, if he is 
to make a creative contribution, must at 
times be prepared to show how more in- 
formation may be obtained for less than 
X dollars when the consumer has in- 
corporated what may be for him expen- 
sive luxuries in his original specifications. 
Thus small sample coverage may often 
give more information with smaller 
total costs by making possible: (a) 
better quality of data collection at the 
source; (6) the collection of more data 
from each source; (c) availability of in- 
terrelated data from several sources; and 
finally, (d) more detail, more quickly, 
per dollar of processing cost. 

We should turn now to Professor 
Kaplan’s paper on opinion-polling tech- 
niques. While we reach it last in this 
discussion, it has, from many points of 
view, as important methodological im- 
plications as any of the papers read at 
this session. 

A good case may be made for the 
point of view that the development of a 
science proceeds through three steps: 
first, classification; second, measure- 
ment; and third, controlled experimenta- 
tion. As has been indicated in Dr. His- 
cock’s paper, the social sciences, 
including public health, have developed 
to the point where much in their fields 
of interest is measurable—often with an 
exactness which, for all practical pur- 
poses, is as good as that of the physical 
sciences. You will recall Dr. Scheele’s 
comparison of the precision of estimate 
of the number of physically handicapped 
persons and the bacterial content of 
milk. 

Almost all workers in the public 
health field have learned by experience 
that attitudes and opinions are very real 
factors which must be taken into 
account in the planning of any public 
health programs. There has not, per- 
haps, been such wide agreement that 
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these facts of attitude and opinion can 
be subjected to fairly precise measure- 
ment. There are still some public 
health administrators who would not 
dream of attempting to dea) with, say, 
tuberculosis, without the aid of the 
microscope, the X-ray, and other labo- 
ratory aids, but who, nevertheless, pre- 
fer to steer by the seat of their pants 
when it comes to dealing with human 
attitudes. That sort of thinking, I 
should explain to Professor Kaplan, is 
not likely to be found in this group. 

His paper shows us first, then, how a 
specific technique of attitude measure- 
ment can be brought to bear on a num- 
ber of problems which are of immediate 
practical importance. A _ particularly 
apt illustration is the discussion of the 
research on the mass X-ray situation 
with the finding that it is the older group 
which shows the least interest. The 
consequence for policy is the attempt to 
aim an information program at this 
group. 

This brings us to the real method- 
ological meat of Professor Kaplan’s 
paper—the evaluation of health educa- 
tion programs by means of controlled 
experimentation. It is here that the 
social sciences begin to approach the 
stage of development of the natural 
sciences, and it is here that more work 
must be done if those who are skeptical 
of the achievements of the social 
sciences are to be convinced of their 
value. 

The present paper mentions only one 
expe: imental design, in which the study 
group of 2,700 persons has been broken 
down into control and experimental 
groups, equated as to characteristics. 
While the community education pro- 
gram on periodic physical examinations 
will reach both groups, the experimental 
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group will receive special maierials by 
mail and otherwise, and differences in 
change in attitude and behavior in the 
two groups can then be measured. We 
will look forward with interest to the 
results of this experiment. 

Along with our interest in the develop- 
ment of experimental methods in this 
field, we must recognize that the method- 
ological problems are great and progress 
will necessarily be slow. Dr. Carl 
Hovland * has pointed out that we must 
first develop our tools of measurement, 
and this, I take it, forms the major por- 
tion of the present work on the San 
Diego study. The sample of people 
whom we study must be representative 
of the group which we wish to reach. The 
material to which they are exposed must 
be representative of the material which 
we expect to use. The situation in which 
the study is done must be representative 
of situations actually encountered in 
practice. And finally, the measurements 
which we make must reflect real be- 
havioral changes. If all these criteria 
are fulfilled, we must recognize that our 
generalizations may still have limited 
application. 

The study which Professor Kaplan 
briefly mentioned appears to conform to 
these criteria. I think we should all 
hope to see more such experimental de- 
signs incorporated within the San Diego 
study. 

REFERENCES 
1. American Academy of Pediatrics, Progress Pediatric 
Study, March-April, 1948, p. 3. 
. Committee for the Study of Child Health Service, 
American Academy of Pediatrics, Child Health Serv- 
ices and Pediatric Education. New York, The Com- 
monwealth Fund, 1949. 
. Committee for the Study of Child Health Services, 
American Academy of Pediatrics, Supplement to 
Child Health Services and Pediatric Education: 
Methodology and Tabulations on Services. New 
York: The Commonwealth Fund, 1949 
. Hovland, Carl I., Lumsdaine, Arthur A., and 


Sheffield, Fred D., Experiments on Mass Communi- 
cation. Princeton: Princeton University Press. 1949. 


N 


951 


METHODS IN THE EVALUATION OF DIAGNOSTIC AND 


THERAPEUTIC TECHNIQUES 


Major Claude M. Eberhart, M.C., Chairman 


The Efficacy of Nasopharyngeal 
Irradiation for the Prevention of 


Deafness in Children* 


WILLIAM G. HARDY, Pu.D., 
JOHN E. BORDLEY, M.D. 


Johns Hopkins University School of Medicine, Baltimore, Md. 


,. the fall of 1948 a study was in- 
itiated in the public schools of Balti- 
more to determine the efficacy of 
nasopharyngeal irradiation for the pre- 
vention of deafness in children. The 
present discussion is in no sense an anal- 
ysis of the rationale and findings re- 
lated to this work; it is limited specifi- 
cally to the consideration of certain 
methodological aspects of the project in 
order to suggest ways and means of 
meeting various problems of validation 
and control. 


Orientation 

For many years, extensive laboratory 
and clinical work with nasopharyngeal 
irradiation has been carried on in the 
Johns Hopkins Hospital, in treatment 
of fliers and submariners during and 
since World War II, and in various pri- 
vate medical centers and public health 
clinics. The evidence indicates that the 
presence of infected lymphoid tissue in 
and around the pharyngeal orifices of the 


* Joint research project of the Johns Hopkins Uni- 
versity School of Medicine (Department of Otolaryng- 
ology) and School of Hygiene and Public Health, 
undertaken by grants-in-aid from the U. S. Public 
Health Service. 


Eustachian tubes may lead to damage to 
the structures of the middle ear; this 
damage, often repeated, may cause 
irreversible impairment of hearing. This 
excess lymphoid tissue can be safely and 
painlessly removed by irradiation with a 
nasopharyngeal appiicator containing 
radium salts or radon gas; such treat- 
ment neither requires hospitalization 
nor interferes with the daily routine of 
the individual. Lymphoid hyperplasia 
in the nasopharynx is common among 
children, and there is good reason to be- 
lieve that if symptoms indicative of a 
predilection for damage to the middle- 
ear structures can be recognized early 
enough they may be reversible by irra- 
diation, thereby preventing at least a 
significant amount of hearing impair- 
ment associated with upper respiratory 
conditions. 

Heretofore there has been no con- 
trolled study of the effectiveness of this 
treatment in children. Related prob- 
lems are early diagnostic recognition and 
the effect of pubescent changes in the 
anatomy and physiology of nasopharyn- 
geal lymphoid tissue. This treatment 
has not been demonstrated in detail 
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as a preventive measure, nor is there 
definitive information about its cost as 
a preventive measure at the public health 
level. Answers to these questions are 
the specific objectives of this study. 


Plan of the Study 

The general plan of the study is as 
follows: a representative group of a 
large number of school children is sur- 
veyed for hearing impairment, which 
is determined by audiometric measure- 
ment and supported by otologic observa- 
tion; according to determined criteria a 
statistically significant number of these 
children is selected to compose the study 
group, which is subdivided into an ex- 
perimental and a control group, between 
which the only differential is the em- 
ployment of a standard course of naso- 
pharyngeal irradiation; the entire study 
group is reexamined at least twice each 
year over a period of 5 years; in the 
fifth year the entire group included in 
the initial survey is reexamined and 
comparative findings are tabulated. All 
the work is carried out in the schools 
by well-trained field teams. If the 
symptoms warrant, treatment by irra- 
diation will be repeated after a suitable 
interval, during the course of the study. 


Design of the 
Employed 

Audiometric and otologic examination 
will screen out between 15 and 20 per- 
cent of any large group of children of 
elementary-school age, and it was be- 
lieved that about two-thirds of the 
screened group would be eligible for the 
study group. It is estimated that be- 
tween 500 and 600 children should com- 
pose the study group and, therefore, that 
the survey group should number approx- 
imately 5,000 children. 

From the beginning, the study has 
been organized and administered as a 
cooperative project with the Baltimore 
City Departments of Health and Edu- 
cation, and all planning has been car- 
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ried out jointly with representatives of 
these organizations. It was decided to 
conduct the initial survey at the third- 
grade level, where the children averaged 
age 8; the children would thus be old 
enough to cooperate in routine examina- 
tion procedures and young enough so 
they would be expected to remain in the 
school system through the 5-year period; 
moreover, the study would extend 
through the period of puberty. It was 
further decided that the survey group 
should be composed of white and Negro 
children in a ratio of 2 to 1, this being 
the proportion in the public schools of 
Baltimore. When the survey was under- 
taken there were approximately 7,000 
white children and 4,000 Negro children 
in the third grade. A total of 5,456 
children, almost exactly 50 percent, com- 
prised the survey group. This number 
of children involves a distribution of 
54 schools, and includes all third graders 
in each of these schools at the time of 
the survey. The detail of the selection 
of schools was worked out with the per- 
sonal advice and direction of the Assist- 
ant Superintendent and the Director 
of Elementary Education, who made the 
selection on a basis of general geographic 
distribution to represent a cross section 
of the city in terms of social and eco- 
nomic status. This method of deter- 
mining the structure of the survey group 
provides an adequate sampling for the 
study. 


Methods Employed to Maintain the 
Accuracy and Validity of Observa- 
tions 

Special attention was given to the 
scope and method of audiometric meas- 
urement. Two special, mobile, sound- 
treated booths were designed and 
constructed. They provide enough at- 
tenuation so that in ordinary circum- 
stances the ambient noise inside the 
booth is less than 40 decibles (ref. 
acoustic zero). With the additional 

attenuation obtained by the use of a 
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blank headphone covered with a dough- 
nut-style pad over the ear opposite to 
that under test, the test situation in the 
field is well within the limits required 
for accurate clinical audiometry. All 
field conditions are checked at regular 
intervals with a standard sound-pres- 
sure-level meter. 

Two standard commercial portable 
pure-tone and two portable speech 
audiometers are employed. They meet 
the current requirements for performance 
of the National Bureau of Standards; 
they are calibrated daily in the field 
for normal-ear performance, and are 
calibrated electrically at least twice 
during the school year. 

Particular attention has been paid to 
the selection and training of field per- 
sonnel. Each field team is composed 
of an otologist, a public health nurse, an 
audiologic technician, and a secretary. 
Two field teams are used during the first 
and fifth years, one during the interven- 
ing 3 years. Members are trained both 
individually and as a group before they 
are assigned to the field. Considering 
the fact that to date the number of in- 
cidents with uncooperative children has 
been entirely negligible, one may observe 
that special attention to the selection 
and training of field personnel pays good 
dividends. 

Because of the importance of the 
initial nasopharyngoscopic examination 
and the initial radium treatment, this 
phase of the study was carried out by 
10 staff associates of the Department of 
Otolaryngology, all experienced ear-nose- 
and-throat specialists who have used 
these techniques for many years in their 
private practice. These men volunteered 
their time and skill to maintain a high 
level of technique and accuracy in 
nasopharyngeal inspection. 


Selection and Handling of Control and 
Treatment Groups 

Preselection of the study group was 

made on the basis of findings in the 


otologic and audiometric examinations 
of the initial survey. Children whose 
tympanic membranes were not observ- 
able, or could not readily be made 
observable by cleansing, were excluded 
from candidacy in the study group. The 
initial audiometric screening consisted 
of determining the acuity of each ear 
at threshold for four frequencies—1 ,024, 
2,048, 4,096, and 9,747 c.p.s. The cri- 
teria of preselection were established as 
follows: a hearing loss below normal of 
15 decibels for two tones in either ear, 
or of 20 decibels or more for one tone 
in either ear. These performance levels 
are considered diagnostically significant 
of the sort of impairment under scrutiny, 
and are sufficiently rigorous to rule out 
most transitory reactions of inattention 
or other deviant behavior at the time of 
screening. 

After the initial survey was completed, 
all children meeting these criteria were 
reexamined. They were tested by pure- 
tone audiometry to threshold across the 
standard 6'2-octave range from 128 to 
9,747 c.p.s., were reexamined for ear- 
nose-and-throat symptoms, and were ex- 
amined with the electric nasopharyngo- 
scope to determine the status of lymphoid 
tissue proximal to the tubal orifices. 
The necessary anesthesia was obtained 
with a standard solution of 1 percent 
pontocaine introduced with an appli- 
cator. Children with acute upper respi- 
ratory symmptoms at the time of this re- 
examination were excluded. 

Children whose symptoms met the 
required criteria, and who were found 
to have lymphoid hyperplasia in the 
region of the tubal orifices, were ad- 
mitted to the study group. The course 
of nasopharyngeal irradiation was begun 
immediately at the time of reexamina- 
tion. Selection for the treatment and 
control groups was made by random 
alternation. The actual physical han- 
dling was and is the same for the chil- 
dren in both groups: those in the treat- 
ment group are treated with a standard 
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50 mg. monel-metal radium nasopharyn- 
geal applicator; those in the control 
group are treated with a dummy appli- 
cator. The standard course of naso- 
pharyngeal irradiation is three appli- 
cations bilaterally, 12 minutes each, at 
2-week intervals. Not more than two 
courses of treatment are to be given to 
any child in the 5-year study. 

The children in the treatment and 
control groups are examined in detail 
for speech impairment, and for speech- 
hearing losses as measured by responses 
to electric phonographic recordings that 
are duly standardized and calibrated. 
Every child in the two groups is reex- 
amined for otologic symptoms and for 
pure-tone audiometric thresholds at 
least twice each year during the study; 
through this 5-year period, a full record 
is kept of any collateral treatment of the 
upper respiratory system. 


Methods of Evaluating and Controlling 
Essential Factors 

Several factors in the design and exe- 
cution of the study have already been 
stressed. Every effort has been made to 
maintain an adequate environment for 
testing. Selection for the study group 
was made in terms of retest performance 
at threshold values of auditory acuity; 
this last should give reasonable insur- 
ance against faulty inclusions or exclu- 
sions, so far as the study group is 
concerned. Without doubt, some of the 
children in this group have impairment 
that is of a nerve type; presumably, 
this is irreversible by irradiation. Yet 
all children included in the study group 
show evidence of lymphoid hyperplasia 
which may contribute a conductive ele- 
ment to the auditory impairment. It 
will be remembered that we are dealing 
here with a possible preventive measure, 
and that many of the cases picked up by 
the techniques described would be sub- 
clinical by all ordinary standards of 
otologic practice. One of the major 
points of the study is to learn the 
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significance of diagnostic symptoms in 
preventive terms. 

A special device has been employed to 
maintain the integrity of observations. 
The applicators, loaded and dummy, are 
masked and color-coded, and none of the 
otologists handling the children knows 
whether the treatment involves radium 
or a placebo. Both sets of applicators 
are stored in specially designed lead 
carrying cases, and all are treated with 
respect. Without knowledge about the 
administration of radium for any indi- 
vidual child, the field otologists are 
freed from any strictures or predilec- 
tions which might influence their obser- 
vations regarding the changes in 
lymphoid tissue in the nasopharynx. 

The design of this study implies that 
the field data be handled in two sepa- 
rate categories: (1) data from the 
initial and final surveys, relating to the 
entire group of 5,400-odd children; (2) 
data on the selection, treatment and 
follow-up of the study group. Both 
groups of data are recorded in the field 
directly on mimeographed forms de- 
signed and coded so that all findings may 
be transferred directly to I.B.M. cards. 

Codification for the screening survey 
involves 31 columns, including the 
necessary biographic data; specific in- 
formation on the condition of the ear, 
nose, and throat; pure-tone audiometric 
thresholds; and an appraisal of the 
child’s speech. This information for the 
whole group of children will be compared 
with the data in the same categories 
that are obtained in the resurvey in the 
fifth year. It is hoped that this com- 
parison will help to determine the sig- 
nificance of physiologic changes in the 
nasopharynx brought about from ma- 
turation through puberty, and from 
adenoidectomy, where pertinent, and 
will help to determine criteria adequate 
for diagnostic guidance in the preven- 
tion of hearing impairment. 

Codification for the study group in- 
volves 50 columns, including more 
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specific data and special data on pre- 
vious treatment or treatment other than 
irradiation received during the course 
of the study. Particular emphasis is 
placed on detailed observations of the 
condition of the tubal orifices, the 
presence of adenoid tissue, audiometric 
findings for both pure tone and speech, 
the child’s speech habits, and his prog- 
ress in school. It is hoped that this 
controlled study will finally specify the 
efficacy of nasopharyngeal irradiation as 
a means of preventing hearing impair- 
ment related to changes involving lym- 
phoid tissue in and around the eustachian 
orifices. 


Special Problems 

One factor important for successful 
prosecution of this study is the attitude 
of the cooperating public agencies and 
the attitude of what might be called “the 
public mind” toward such work. For 
obvious reasons, without the full coop- 
eration, participation, and public rela- 
tions of the city departments of health 
and education this study could not have 
been initiated, let alone carried out. And 
the importance of this departmental 
sharing cannot be over-emphasized. At 
every stage of planning and execution, 
representatives of these two agencies 
have incorporated their efforts with ours 
from the level of Commissioner and 
Superintendent, through school-health 
personnel, administrative and field, 
principals, classroom teachers, and 
parents. Only one primary safeguard 
was required by these public agencies: 
that no child’s chances for improved 
health would be jeopardized by inclusion 
in the control group. It was fully agreed 
that “. . . if, in the control group, the 


pathologic condition develops to the 
point where under present conditions 
treatment would be indicated, treatment 
would not be withheld to the disadvan- 
tage of the child.” This “point” will be 
determined by regular reexamination 
during the course of the study; it is 


assumed that any child who shows pro- 
gressive symptoms, and who has not re- 
ceived radium, will have demonstrated 
the main objective of the scrutiny and 
can therefore readily be admitted to the 
treatment group. 

One additional problem should be 
mentioned. Many difficulties are pre- 
sented by acute illness and absenteeism 
among the children in the study group. 
Irradiation is contraindicated in the 
presence of acute cold symptoms, and 
there has been a high incidence of upper 
respiratory infection this past winter. 
Audiometric examination is undertaken 
only when children are symptom free 
and every effort is made to pick up the 
absentees as soon as possible within the 
cycle of repeat examination; a few have 
been lost from the study group. 


Conclusion 

It is hoped that this discussion has 
served to emphasize the highlights of de- 
sign and methodology in this study of 
the effects of nasopharyngeal irradiation 
in preventing deafness in children. The 
point of the study is to derive data, 
based on controlled performance in a 
typical metropolitan area, that will be 
helpful in evaluating the use of this 
treatment on a much larger scale. This 
procedure involves both techniques and 
per capita costs. Without an estab- 
lished method for the selection of chil- 
dren likely to develop impaired hearing 
from causes related to lymphoid hyper- 
plasia, a preventive program could not 
possibly be set up on a large scale. To 
wait until a child may develop an early 
impairment that is pervasive and handi- 
capping before considering irradiation 
might rob many children of a chance 
for future normal hearing; and to irra- 
diate every child showing lymphoid 
hyperplasia would be a hopelessly in- 
volved task. Objective data are needed 
to guide the choice, and it is believed 
that this study will produce the neces- 
sary data. 
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Plan for the Evaluation of Vaccination 
Against Influenza* 


THOMAS FRANCIS, JR., M.D. 


Department of Epidemiology and the Virus Laboratory, School of Public Health, 
University of Michigan, Ann Arbor, Mich. 


Basic Considerations 


HE readiness with which the effect 

of a possible prophylactic or thera- 
peutic procedure can be demonstrated 
in a given disease is related in no small 
measure to the prevalence of the dis- 
ease; to the clarity of the clinical mani- 
festations, their severity and duration; 
and to the case fatality. Influenza has 
not been a disease sharply identified 
clinically by most physicians, because 
the signs and symptoms may be en- 
countered at the onset of a variety of 
illnesses; because it is ordinarily of but 
a few days’ duration; because in most 
years the disease is mild and the case 
fatality quite low. In fact, its epidemic 
behavior is one of the most commonly 
employed diagnostic criteria, but in this 
behavior the disease is not necessarily 
uniform in distribution. Furthermore, 
influenza is not a single immunologic 
entity and immunity is not permanent. 

Studies by various investigators had 
earlier furnished opportunities for ap- 
preciating certain of the difficulties and 
pitfalls to be considered in seeking an 
evaluation of vaccination against influ- 
enza. 

Population —Apart from being homo- 
genous, the population should be suffi- 
ciently stable to avoid unbalancing an 
intended pattern by shifts. It should be 
sufficiently large to provide data ade- 


*The studies were conducted under the auspices 
of the Commission on Influenza, Army Epidemiological 
Board, Office of the Surgeon General, United States 


Army. 


quate for evaluation and, estimating an 
incidence of 10 percent, groups shculd 
be not less than 1,000 in number. It 
should be of a nature that would permit 
close, continued observation within the 
capacity of the investigators. It should 
be of a type that would permit the 
establishment of adequate controls and 
would allow the procurement of suffi- 
cient specimens for the necessary 
laboratory investigations. If possible, 
it should avoid the theoretical bias pre- 
sented by a comparison of volunteers 
receiving the test material with a non- 
responding group as controls. 
Vaccine—Since it was not known 
whether influenza A or B would be en- 
countered, the vaccine obviously had to 
include both antigens. The vaccine 
also had to contain sufficient virus to 
ensure a good antibody response. Since 
the duration of effect was not known, 
vaccination had to be carried out reason- 
ably close to the period in which epi- 
demics most commonly occur. 
Investigators and  procedure-—rThe 
members of the Commission on Influenza 
had extended experience with the clinical 
and laboratory aspects of influenza; 
hence, the arrangements could concen- 
trate on obtaining agreement in the 
procedures to be followed as to clinical 
classification, uniformity of procedure, 
and methods of assuring objective mea- 
sures of the results. Controls could 
then be instituted at various points 
where variables might possibly occur. 
In the case of the different constituent 
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studies, therefore, the investigators 
could retain an independent perspective 
while conforming to a plan which would 
provide for uniformity in the essential 
procedures. 


The Plan of Study 

The plan of investigation developed 
for the 1943 studies in the evaluation of 
vaccination against influenza by the 
Commission on Influenza attempted then 
to provide for: 

1.A supply of adequate vaccine. 

2.Selection of a homogeneous, stable popu- 
lation. 

3. Uniform procedure. 

4.Close observation by highly competent 
investigators. 

5. Confirmation of diagnosis. 

6. Controls, controls, and controls. 


The ASTP units of the Army offered 
a homogeneous population, housed 
usually in university dormitories, under 
constant observation, with similar pat- 
terns of activity, and all were under the 
same form of medical supervision. The 
units were not at that time likely to be 
dispersed by changes in the training 
program and could therefore be available 
for continued observation. Through the 
Service of Preventive Medicine, S. G. O., 
authority was obtained to carry out a 
controlled investigation in complete 
units, and if there were limitations on 
the participation of a unit as a whole, 
it was excluded from the study proper. 

In order to attain a study of reason- 
able size, it was necessary to include 
multiple ASTP units. They were 
selected, therefore, on a geographic 
basis from the Atlantic to the Pacific 
Coast, corresponding closely with the 
location of Commission members, thus 
providing for close supervision and ob- 
servation, and facilities for laboratory 
investigations by the interested, highly 
trained groups. Geographic dispersion 
also increased the chances that an epi- 
demic prevalence would be encountered. 
In addition, the several studies furnished 


controls upon each other, and the re- 
sults would be, perhaps, of greater value 
than a single observation involving 
larger numb rs. Six integrated studies 
were therefore arranged in nine universi- 
ties. 

The vaccine proposed for use had, by 
exposure of vaccinated and unvaccinated 
subjects to induced infection, been 
shown to elicit resistance to influenza 
A and B. Serological tests had also 
demonstrated that its administration re- 
sulted in a sharp antibody response to 
the two types of virus which remained 
at a high level for 4 months at least. 
There was, therefore, preliminary evi- 
dence to suggest that an effect under 
normal epidemic conditions might be 
demonstrable. The same vaccine was 
used throughout. Because two different 
lots of material were involved, they 
were to be mixed equally before use. A 
preparation of physiologic salt solution 
containing *he same amounts of formalin 
and mercurial preservative was also 
provided. The effort was made to carry 
out the procedure in all groups within 
a short period in late October or early 
November on the guess that a wide- 
spread epidemic would not appear before 
that time. It was intended to revac- 
cinate the same persons about January 
15 if influenza had not occurred, so that 
a subsequent epidemic would not be 
more than 2—3 months removed from 
the time of vaccination. Each com- 
pany or organization within a unit was 
divided so that alternate individuals 
received 1.0 c.c. of vaccine or control ma- 
terial subcutaneously. In this manner 
each unit furnished its own controls, 
obviating the need to rely on the com- 
parison of one unit with another. 

One form of card was used throughout 
for personal identification and record of 
vaccination. White cards were used for 
those receiving virus vaccine; blue ones 
for the controls. But the men knew 
only that two different vaccines were 
being administered. The frequency of 
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reactions to vaccine was determined by 
direct visit to the entire group 24 hours 
later, by the appearance of men at sick 
call, or by questioning the entire group 
at the end of a week. After the vac- 
cination program was completed in each 
unit, the vaccination file was stored so 
as not to be available until analyses 
were begun. There was then a stable, 
fully inoculated population of approxi- 
mately 12,500 in different institutions 
under the observation of different ob- 
jective observers seeking to employ the 
same procedures and the same standards 
of evaluation. 

In order to maintain the stability of 
the study, new men coming into the 
unit, few in number, were not entered, 
and records of any leaving the unit were 
kept. There was essentially no transfer 
from company to company within the 
unit. The loss was of no significance. 
For example, at the University of Michi- 
gan in the interval between vaccination 
and the end of the epidemic 19 were 
lost from the control and 16 from the 
vaccinated groups, approximately 2 per- 
cent of the total. In general, furloughs 
were issued on an organizational basis. 
In two instances furloughs of the entire 
unit took place for 8 and 10 days, 
respectively, after vaccination and pre- 
sumably before epidemic prevalence, 
since questioning of the men upon their 
return revealed no large number of ill- 
nesses during the period of leave. It is 
difficult to assess the influence of such 
an occurrence upon the subsequent 
course of events, but it was the type of 
interruption which it had been hoped 
could be avoided. 


Clinical Observation 

From the time agreement was reached 
to include a unit in the study, arrange- 
ments were made to maintain close 
observation of illness in the units, and 
at 2-week intervals the results were 
communicated to all participating 
groups. Diagnostic terminology was 
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largely standardized after discussion 
and written descriptions were accepted 
by the investigators and their other 
clinical associates. Although originally 
five categories were described, the num- 
ber was in practice reduced to three: 
influenza, common cold, and local respi- 
ratory infection. The diagnosis of influ- 
enza was considered to be associated 
with rapid onset, chills or chilliness, 
aches, prostration, and fever with ordi- 
narily few prominent catarrhal or respir- 
atory signs or symptoms and without 
obvious evidence of other disease. The 
common cold was used to designate es- 
sentially coryza with little or no fever or 
constitutional symptoms or febrile com- 
plications. Local respiratory infection 
comprised pneumonia, acute streptococ- 
cal pharyngitis, and tonsillitis, infectious 
mononucleosis, acute sinusitis, otitis, etc. 

The medical care of the ASTP units 
was usually the responsibility of the 
student health service of the university 
and this fact of itself promoted report- 
ing. The students were, moreover, seen 
by the same staff at sick call and after 
admission to the hospital if it occurred. 
In addition, the members of the research 
team could participate without limita- 
tions related to military duties. There 
was practically no “on quarters” prob- 
lem. Regulations required hospitaliza- 
tion of all patients with temperature of 
at least 100° F. p.o. or more, and in 
some of the groups a lesser degree of 
fever was set as the admitting limit. An 
example of the customary procedure is 
given in that employed at the University 
of Michigan: Sick call was held at 
specified times each morning in the 
Student Health Service. In addition, 
individuals who became ill at other 
times of the day or night either reported 
or were visited in quarters. Unless ad- 
mitted to hospital, they were referred to 
sick call the following day. The great 
majority of the patients on sick call as 
well as others reporting illness were seen 
by one of us in his capacity as contract 
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surgeon. In addition, all patients who 
were hospitalized were closely observed 
and followed by at least one of us. Be- 
cause of the fact that all individuals 
with illness of any kind reported to the 
same dispensary, not only were cases of 
respiratory disease requiring hospitaliza- 
tion observed, but the milder forms as 
well. In this respect, the cooperation 
of the officers and men was extremely 
good. Consequently, an opportunity 
was afforded for clinical and laboratory 
studies upon cases of respiratory disease 
that ordinarily do not come to the at- 
tention of physicians because of the 
absence of fever and mildness of symp- 
toms. The latter are referred to as the 
dispensary group, as distinguished from 
the more typical cases in the hospi- 
talized group. 

Records were kept of the daily at- 
tendance at sick call, at which time 
temperatures were taken and brief no- 
tations made of the chief symptoms and 
prominent features of the examination. 
At the same time the physician’s clinical 
impression was recorded, using the fol- 
lowing terminology: influenza; local 
respiratory infection (nasopharyngitis, 
tonsillitis, pharyngitis, sinusitis, etc.) ; 
common cold (rhinitis); a few cases of 
pneumonia unrelated to the epidemic; 
measles, and infectious mononucleosis. 
The men were requested to return to 
sick call daily until symptoms improved 
or temperature fell below 99° F. In this 
way the duration of illness in the mild 
cases could be followed. 

Except in a few instances, all men 
who were found to have a temperature 
of 100° F. or more were hospitalized. It 
was possible to study the latter group 
much more carefully. Histories and 
physical examinations were more de- 
tailed; temperatures were recorded 
every 4 hours; leucocyte counts were 
obtained at least once in almost all 
instances; and roentgenograms of the 
chest were made whenever indicated. 
The administration of antipyretics, but 


not of analgesics, was withheld to avoid 
influencing the temperature response to 
infection. Sulfonamides were used only 
in the presence of frank bacterial 
pneumonia. The patients were visited 
daily while in the hospital and then 
followed in the dispensary if necessary. 


Records 

Two standard record forms were used 
by each of the groups of investigators. 
They were: (a@) a master card contain- 
ing the identifying data and vaccination 
record of each subject and (0d) an illness 
record form. On the reverse side of the 
master card provision was made for 
summarizing the results of the labora- 
tory tests. 

Master cards were prepared in ad- 
vance and the date of injection and 
material received were entered at the 
time of inoculation. The master file, 
containing the record of vaccination, 
was removed from the place of at- 
tendance at sick call (Student Health 
Service) and was not consulted until the 
study was completed. Clinical evalua- 
tions were made without knowledge as 
to whether the patient reporting to sick 
call was in the vaccinated or control 
group and were usually recorded at the 
time the patient was examined. 

In the case of patients seen only in 
the dispensary, the forms used for re- 
cording the clinical data were completed 
daily from the “buck-slips.” In the 
case of hospitalized patients, more de- 
tailed records of history were obtained 
and physical examinations were made. 
This information was supplemented by 
clinical and laboratory data recorded on 
the hospital chart. 


Specimens for Laboratory Investigation 

At the time of vaccination and again 
2 weeks later, blood for serological study 
was obtained from approximately 10 per 
cent of the vaccinated subjects and 20 
per cent of the controls. Every tenth 
person receiving the influenza vaccine 
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and every fifth control, based upon 
alphabetical arrangement, were selected 
for the sample group. The serological 
response to vaccination could thus be 
clearly defined by establishing the fact 
that the control group did not also 
exhibit a rise in titer. Moreover, the 
same individuals were thus available as 
a reference group who could be bled at 
the conclusion of the study to determine 
the comparative frequency of clinical 
and subclinical infection. 

The purpose of the laboratory studies 
was to demonstrate the nature of an 
epidemic that might arise and to give 
further evaluation of the clinical diag- 
noses. Since it was scarcely practicable 
to obtain all the desired materials from 
all subjects, or to process all that might 
be obtained, efforts were concentrated 
upon the patients admitted to hospital, 
hence, the most evident illnesses. 

For the detection and identification 
of influenza virus, throat washings were 
taken from practically all hospitalized 
patients during the acute phase of ill- 
ness. Blood samples were obtained in 
the acute phase and approximately 2 
weeks later in convalescence. A sam- 
pling was also to be obtained, if possible, 
from milder illnesses. 

A variety of methods for isolation and 
ider-tification of virus was available. The 
three most commonly considered were 
(1) the inoculation of throat washings 
into ferrets and the subsequent transfer 
to eggs or mice; (2) the testing of the 
serum of the inoculated ferrets for anti- 
bodies against known types of influenza 
virus; (3) the inoculation of eggs and 
serological identification of virus so re- 
covered. Since the throat washings 
would be obtained throughout the period 
of study, the continued presence of the 
causative agent—or its disappearance— 
would be demonstrable. But it is not 
possible in all epidemics to obtain a high 
percentage of isolations by these 
methods. 

The rise in titer of specific antibodies 
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in convalescents from infection was 
known to be a rather uniform phenome- 
non. The titration of antibodies in 
paired acute and convalescent sera 
would serve, therefore, as the most ef- 
fective procedure for diagnostic pur- 
poses. It was realized, however, that 
persons with high antibody titers at the 
onset did not necessarily show a clear- 
cut rise, and that this fact might limit 
the validity of results in vaccinated pa- 
tients. The desirability of measuring 
antibodies against more than a single 
strain was also in mind. But the fre- 
quency of positive responses in the 
controls would certainly furnish a proper 
basis for estimating the incidence of 
influenza among them and be thus 
available for comparison with the obser- 
vations in the vaccinated group. One 
could assume the error to be of common 
extent in the total. These tests also 
offered a possibility of determining a 
correlation between antibody level and 
the occurrence of illness. 


Reporting 

Except for the limits of fever or the 
duration of illness as reflected in hos- 
pitalization, it seemed undesirable, be- 
cause of the brief and variable course 
and the general mildness of disease an- 
ticipated, to undertake to grade the 
severity of illness. Consequently, the 
major interpretation would rely upon 
the frequency of hospitalized patients 
in the two groups. It was realized, of 
course, that vaccination of half the 
group could well result in a reduced in- 
cidence among the controls which would 
not necessarily reflect the incidence that 
might be encountered in a general popu- 
lation not subject to a possible pro- 
tective influence of the vaccine. The 
duration of the study was intended to 
be that of the epidemic period or at 
least until April 15 in case of a second 
epidemic of another type or a resur- 
gence. All analyses were to be made by 
the different groups of investigators in- 
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dependently and essentially ignorant of 
the results observed elsewhere. 

In concluding this description of the 
organization of the 1943 study by the 
Commission on Influenza, it is of in- 
terest to point out that a plan earlier 
established by the Commission for early 
identification and notification of influ- 
enza by its members on a country-wide 
basis gave prompt information of the 
earliest known upsurge of the disease 
in that year and alerted all investigators 
to the beginning of the epidemic. The 
arrangement begun at that time has been 
expanded in subsequent years to a 
World Health Organization program. 

The minor variations the 
adopted plan were limited in number 
and were essentially related to circum- 
stances surrounding a particular unit. 
The comparative uniformity was also 
reflected in the results; in the unit in 
which the greatest number of deviations 
from the program took place, the results 
differed most markedly from the rest. 
The similarity in effects elsewhere added 
significance to the total. Fortunately, 
or otherwise, since the epidemic came 
promptly upon the heels of the vaccina- 
tion and terminated before Christmas 
furloughs, little opportunity for disrup- 
tion occurred. The tightly controlled 
program arranged under conditions of 
similarity of the study groups and the 
highly competent workers using uniform 
procedures and independent analyses 
yielded significant results which have 
stood the test of repeated analyses and 
critical examinations. 


Later Studies 

It seems to me important to point 
out that the planning and experience 
during this 1943 Operation Flu con- 
tributed as well to the later studies for 
the evaluation of vaccination against in- 
fluenza. It has been possible aiso for 
the same experienced investigators to 
continue studies in subsequent years. 
In 1945, vaccine was used uniformly 


throughout the Army and it was, there- 
fore, impossible to conduct a similar 
study. But because of the essential 
identity and management of the popula- 
tions involved, and the opportunity for 
the same type of observation by the same 
investigators both in the clinic and in the 
laboratory, it was possible to study the 
incidence of disease in unvaccinated 
Naval units and vaccinated Army units 
on two campuses. 

In 1947, a more difficult situation was 
encountered. A study of the incidence 
of influenza in the student-body at the 
University of Michigan was undertaken 
on a purely voluntary basis. Housing 
was quite variable and the assurance of 
reporting to the Student Health Service 
was less. A punched-card system was 
set up to include all students and a 
record of their vaccination. In all, 
10,328 students were vaccinated and 
7,615 were not. Daily records were 
made of all visits to the Student Health 
Service for respiratory disease and sim- 
ilar lists were obtained from the dormi- 
tories. The study was continued from 
October to May with sampling of the 
admitted cases through this period. Dur- 
ing an epidemic in the month of March 
the studies were intensified, and 80 per- 
cent of the hospitalized patients were 
shown to have influenza. Subsequent 
analysis of the distribution of disease 
according to the history of vaccination 
revealed no differences. Because of the 
character of the observations, the nega- 
tive results at this time add to the sig- 
nificance of the data from the earlier 
studies. 

The studies currently being carried 
out in the Army by Dr. Salk at Fort 
Dix and by Doctors Meiklejohn and 
Lennette at Fort Ord have again re- 
ceived the warm support of Army 
authorities at all levels. The Commis- 
sion studies utilize the available per- 
sonnel at the Army posts and furnish 
additional medical or technical person- 
nel if necessary. Since they are work- 
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ing with a population ordinarily observ- 
able for only 10-13 weeks, the procedure 
is to carry out the vaccination of units 
as they are formed from October to 
May. At present four different vaccines 
are employed and distributed evenly 
among the developing units. In this 
manner there are at least two control 
groups for each vaccine. The same pat- 
tern of close observation of respiratory 
admissions, of adequate records, and of 
continued intensive viral and serological 
studies is followed. By virtue of the 
continuous vaccination program, there 
is on the post at all times a sufficient 
number of persons who have received the 
vaccines to furnish a measure of differ- 
ences in effect if an epidemic occurs. 
The two studies are strictly comparable 
with the same record cards, the same 
vaccines and the same procedures em- 
ployed. If the vaccine induces a reason- 
able degree of immunity, it should be 
discernible under these conditions. If 
a difference between the specifically vac- 
cinated and the controls is not discerni- 
ble in the presence of an identified 
epidemic of influenza by strains similar 
to those of the vaccine, the value of the 
vaccine cannot be too great. On the 
other hand, too much cannot be said of 
the need for interested, trained, and 
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careful investigators to undertake and 
prosecute such a continued investigation. 
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Evaluation of Diagnostic Signs and 
Therapeutic Tests for Nutritional 
Deficiency States 


DOROTHY G. WIEHL 
Milbank Memorial Fund, New York, N.Y. 


ECENT advances in the science of 
nutrition have added immeasurably 

to our knowledge of the factors involved 
in deviations from the condition termed 
good nutritional status. Of special im- 
portance to the discussion today are 
three developments. First, there is the 
constant discovery of new nutrients 
essential to maintain the human body in 
a normal state, structurally and function- 
ally, so that today there are over 50 
known nutrients with potentially an 
equal number of nutritional deficiency 
conditions. Second, recognition of the 
importance of conditioning factors in the 
production of nutritional deficiencies has 
emphasized that a deficient intake of an 
essential nutrient is only one of a number 
of factors that may lead to inadequate 
nourishment of bodily tissues. Third, 
the concept of chronic and acute defi- 
ciency states has modified the diagnostic 
and therapeutic approach to nutritional 
deficiencies. These developments have 
clarified and added materially to our 
understanding of the nutritional process 
and have laid the groundwork for new 
approaches to the problem of malnu- 
trition. But they also emphasize the 
complexity of the problem of isolating 
signs of single, specific deficiencies, 
especially since a nutrient is utilized in 
combination with other nutrients after 
transformation to one or more end 
products, since the function and mech- 
anism of specific nutrients in the nu- 
tritional process are not completely 


understood, and since multiple rather 
than single deficiencies are the rule. 
As background for a discussion on 
evaluation of diagnostic methods, it will 
be helpful to comment briefly on several 
points relating to current thinking about 
nutritional status and signs of deficiency 
states. It should be emphasized that 
appraisal of the nutritive state of a per- 
son is the diagnostic objective and that 
this appraisal is based on an evaluation 
of the integrity of bodily tissue, not an 
evaluation of dietary adequacy. It is 
the end result of the total nutritional 
process in which we are interested. Any 
deviations from normality in structure 
or functional performance having a nu- 
tritional basis are evidence of a nutri- 
tional deficiency, whether they are the 
result of deficient intake or of inter- 
ference or disturbance in the nutritional 
process. Thus, identification of these 
deviations and of the nutrient involved 
is the basic problem in diagnosis. 
Although each essential nutrient plays 
a specific role in maintaining integrity 
of one or more tissues, little is known 
about the effects of a deficiency of some 
of the nutrients, and diagnosis is very 
difficult, if not impossible. From a 
practical point of view, in most surveys 
or studies of malnutrition, we are limited 
to a few specific deficiency states, and 
an estimate of the total prevalence of 
nutritional deficiencies cannot be made. 
On the other hand, those nutritional dis- 
eases about which most is known are 
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probably the ones of greatest prevalence. 
They have been studied most because 
they have occurred in some regions and 
at some times in epidemics, and usually 
have been known to be nutritional dis- 
eases for a relatively long time. 

Criteria for diagnosis on which there 
is complete agreement are still limited 
with very few exceptions to the severe, 
acute nutritional diseases. Although it 
is agreed that these diseases are pre- 
ceded by milder lesions which very often 
do not progress to the classic deficiency 
syndrome, opinion differs as to the 
milder lesions that are diagnostic for 
particular deficiencies. The sites of the 
severe lesions have been studied inten- 
sively to establish the nature of tissue 
changes characteristic of early, acute, 
and chronic deficiency states. This ob- 
jective has been accomplished with vary- 
ing degrees of success. In the case of 
rickets, studies of X-rays of the bones 
produced definitive criteria for diag- 
nosis at a very early stage. Several 
factors contributed greatly to the suc- 
cessful study of this deficiency disease, 
namely, the subjects were infants whose 
diet could be controlled, the environ- 
mental factors were limited and con- 
trollable, and in addition the X-ray 
provided objective, serial records of 
bone changes. Except when X-ray is 
used, observations of tissue changes in 
humans are confined for the most part 
to superficial areas, particularly the 
skin, eyes, tongue, gums, and lips. 
Specific changes in one or more of these 
areas which are characteristic of a mod- 
erate or mild deficiency of ascorbic acid, 
vitamin A, riboflavin, and niacin have 
been described and have been corrob- 
orated by animal studies. 

In 1942, Kruse elaborated the con- 
cept of chronic and acute deficiencies 
and described specific signs of different 
stages of the chronic and acute process 
in the eye for vitamin-A deficiency, in 
the tongue for niacin deficiency, and in 
the gums for ascorbic-acid deficiency. 
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Skin lesions and corneal vascularization 
have been described for riboflavin de- 
ficiency and certain skin lesions also 
are considered characteristic of vita- 
min-A deficiency. Thus, for four im- 
portant and probably very prevalent 
deficiencies, definite characteristic le- 
sions have been described in areas 
readily accessible for clinical examina- 
tion. The extent of agreement and dis- 
agreement among the nutrition special- 
ists differs with respect to these various 
signs but, in general, there is agreement 
that nutritional deficiencies do cause 
these lesions, and the disagreement arises 
over the question whether a particular 
tissue condition is pathognomonic for a 
specific deficiency and whether the same 
lesions are caused also by other, non- 
nutritional factors. 

Techniques are available for diag- 
nosis of deficiency states other than 
those caused by nutritional failure in 
ascorbic acid, riboflavin, niacin, and 
vitamin A. Diagnosis of other de- 
ficiencies, however, is based chiefly on 
clinical evaluation of various symptoms, 
functional tests, or laboratory pro- 
cedures or combinations of them, and 
may require also therapeutic tests. The 
following discussion is directed to the 
problem of evaluating the physical signs 
proposed for clinical diagnosis of specific 
nutrient deficiencies. 

Evaluation of the criteria for diag- 
nosis of specific nutritional deficiencies 
has two phases. First, the accuracy 
with which the diagnostic signs can be 
described, can be observed, and can be 
interpreted should be determined. 
Second, if the signs can be accurately 
interpreted or classified, is the result a 
valid diagnosis of a specific nutrient 
deficiency? 


Accuracy of Diagnostic Signs 
Diagnosis, as has already been sug- 
gested above, depends on observation of 
the condition of any given tissue and 
on the interpretation of the signs of 
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abnormality or pathology of the tissue. 

It is axiomatic that the more objective 
an observation is, the better it is. 
Clinical photography, in color if needed, 
affords a satisfactory method of obtain- 
ing an objective, permanent record of 
the condition of selected tissues, such as 
the gums, tongue, conjunctiva, skin 
areas, etc. Its value and advantages in 
diagnosis and classification of the con- 
dition of a superficial tissue can be com- 
pared with that of the X-ray in a study 
of tuberculosis or rickets. In the pres- 
ent stage of development of specific 
criteria for diagnostic signs, and of lack 
of uniformity among physicians in classi- 
fication of acute and chronic processes 
and their stages, the complete detail 
made available by a photograph is in- 
dispensable. No amouni of description 
of the condition of a tissue by the ex- 
aminer can provide as adequate a basis 
for a diagnosis and for evaluation of 
change in the condition on therapy as 
do photographs. 

Few physicians have had sufficient 
training and experience in making ob- 
servations on deviations in tissues used 
for nutritional diagnosis to be able to 
establish at the beginning of a study 
definite criteria for a normal tissue and 
for classification of types and degrees of 
change that may be encountered. If 
pictures are available, experience with all 
aspects of the pathology of a given 
tissue can be acquired. The criteria for 
classification may be established to 
bring out the differences in individuals 
that are actually found. All pictures 
then can be reviewed and classified. 

An appraisal of the reliability of a 
physician’s classifications can be made 
by repeating the classifications for a 
number of pictures and comparing the 
results. Such a repetition periodically 
when a study continues over a consider- 
able time will pick up any shift in the 
interpretation of the signs that may have 
occurred. 

Comparability of diagnostic classi- 


fications by different physicians also can 
be tested by comparing their results for 
the same pictures interpreted inde- 
pendently. Differences brought to light 
may result in improving the precision 
of tle criteria and diagnostic standards. 

From experience with studies with 
photographs and without photographs, 
I am convinced that no investigation of 
the signs of nutritional deficiencies and 
no appraisal of therapeutic studies 
should be attempted without clinical 
photographs if the tissues under obser- 
vation can be photographed. 

In the situations in which a photo- 
graph is not feasible, observations re- 
corded should be an objective, detailed 
description of the histopathology of the 
tissue examined. Types and grada- 
tions of pathological variations in the 
tissue must be clearly defined. Tests of 
the examiner’s ability to observe and 
record the condition of the tissue accu- 
rately should be made. 


Therapeutic Tests of Deficiency Signs 
Evidence that a specific condition or 
lesion is caused by a deficiency in a 
specific nutrient is obtained usually by a 
therapeutic test. That is, does the ad- 
ministration of the nutrient, orally or 
by any other route, restore the tissue 
to a normal condition? Some conditions 
produced by a past deficiency or by a 
chronic deficiency lasting for a long time 
may not be reversible. One can cite 
skeletal deformities due to childhood 
rickets. The possibility that such per- 
manent changes occur does not alter the 
fact that therapeutic reversal of signs 
is the most definite source of evidence 
in human experiments of a causal rela- 
tionship between a deficiency of a 
specific nutrient and a particular lesion. 
Adequately controlled therapeutic 
studies on humans present a number of 
difficulties. It is not possible to apply 
to humans the techniques used in animal 
experiments in which control and experi- 
mental animals are matched as to age, 
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sex, genetic, and environmental factors, 
and food intake is controlled both during 
previous and experimental periods. In 
human studies, such homogeneity in the 
groups of control and treated subjects 
is not possible. Substitute methods for 
obtaining comparability of experimental 
and control groups must be found. 
Comparability cannot be complete and 
absolute, but the two groups should be 
matched or balanced so that their com- 
position is equally weighted by subjects 
in various categories related to factors 
that may influence results of the thera- 
peutic test. The factors to be consid- 
ered in matching the groups may be 
discussed under three general headings: 
first, the initial deficiency status; second, 
nondietary conditioning factors con- 
tributing to production of the de- 
ficiency; and third, dietary history and 
habits. 

1. Deficiency status —On the basis of 
the pathology of the tissue under obser- 
vation and evaluation, the deficiency 
condition of the tissue should be classi- 
fied as acute or chronic, or both; and 
for both the acute and chronic process 
a rating should be made of severity and 
stage of development. For some tissues 
and signs, criteria for differentiating 
acute and chronic may not be available, 
but gradations in the extent and severity 
of a particular type of pathology should 
be established. These are problems for 
the clinician. Some grouping of details 
of pathological deviations may be neces- 
sary to avoid too many classifications. 
The several classifications should be well 
defined. Accurate classification of the 
initial condition of the tissue is most 
important. The degree of deficiency of 
the tissue is the major influence on the 
rate of response to therapy. 

2. Nondietary conditioning factors. — 
The term “conditioning factors” is used 
very broadly to include anything that 
may affect the balance between supply 
of a nutrient to the tissue and require- 
ment for the nutrient at a given time. 
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The number of conditioning factors is 
very large and they cannot be discussed 
here. They include metabolic dysfunc- 
tions, infection, gastrointestinal dis- 
turbances, etc., as well as such normal 
processes as growth, pregnancy, and ex- 
cessive physical activity. 

Some control of conditioning factors 
in a therapeutic study can be accom- 
plished in two ways. First, all persons 
selected as possible subjects for the 
study should have an examination to 
screen out those with complicating con- 
ditions, such as diabetes, thyroid and 
other glandular abnormalities, serious 
chronic infections, gastric ulcers, asthma, 
and allergies. Persons with definite 
complicating conditions such as _ these 
should be studied separately as their 
therapeutic response may not be equal 
to that of other individuals. Second, 
subjects should be grouped by individual 
characteristics and by indices of external 
factors having possible effects on intake, 
need for, or utilization of nutrients. 

Grouping by sex and age affords some 
control of variations in metabolic rate 
and hormonal activity, and, in the case 
of children, of the factor of growth. For 
therapeutic studies on children in or ap- 
proaching the adolescent period, classi- 
fication by an index of developmental 
age will be necessary unless the numbers 
of persons in the control and therapy 
groups are so large that equal variation 
in the two groups can safely be left to 
chance. Grouping of adults by occupa- 
tion or some index of physical activity 
may be necessary to control the factor 
of energy expenditure. Also, special 
conditions such as exposure to heat or 
cold or toxic chemicals may need to be 
controlled. 

3. Dietary factors —The third factor 
for which comparability of therapy and 
control subjects should be controlled to 
some degree is dietary history and 
habits. For this purpose, it is sufficient 
to obtain enough information to identify 
those eating a definitely poor diet or hav- 
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ing unusual food habits and to determine 
whether the current diet is typical for 
a long period or is affected by recent 
changes in eating habits. Subjects 
should be classified as to whether diet 
is probably the major or primary factor 
in causing the deficiency condition noted 
or whether other factors have played an 
important role. 

Although the therapeutic dosage or 
supplement given in a therapeutic study 
will supply an excess of the nutrient 
being tested, the diets of the subjects 
may affect the results. For example, 
persons with a history of a low intake 
of a nutrient may have extensive pa- 
thology of tissues other than the super- 
ficial ones observed, and the response 
to therapy may be slow because of the 
need for extensive tissue restoration. 
Also, persons in the control group whose 
diet is not the primary cause of tissue 
deficiency may show definite improve- 
ment if the other conditions change; 
and diets of persons in both the control 
and therapy groups may improve with 
benefit to tissue condition. Interpreta- 
tion of results can be greatly aided by 
knowledge of dietary habits. 

When the diagnosis classification has 
been made for all subjects selected for 
the therapeutic study, and those in 
each diagnosis class have been placed in 
various subgroups for sex, age, and other 
indices of conditioning factors and for 
quality of diet, persons in each sub- 
group are allocated either to the control 
or therapy group. Allocation should be 
on a random basis. However, if the 
classifications have been made to take 
into account the known factors of pos- 
sible influence on the results, there is 
little opportunity for a selective bias in 
forming the control and therapy groups. 

It has been shown that pathological 
tissue is restored to normal very slowly 
and that long-time therapeutic studies 
are required to test the effectiveness of 
a given nutrient. The more chronic and 
advanced the lesion is, the longer will be 


the time required. There is much evi- 


‘dence that deficiency lesions of a chronic 


nature are the types most commonly 
found in this country and that reconsti- 
tution of the tissues involved becomes 
apparent only after treatment for several 
years. Therapeutic studies lasting a 
few months to one year have yielded 
conflicting results. In many such 
studies, either no positive results or 
doubtful results were obtained unless the 
deficiency signs being evaluated were 
acute or subacute manifestations. 

The evaluation and interpretation of 
the effects of therapy over a period of 
3 or 4 years or longer require repeated 
observations on the populations of both 
the control and therapy groups. Reex- 
amination may be at intervals of 6 
months to a year. At these times, data 
on factors discussed, i.e., nondietary con- 
ditions and diets, should be obtained to 
appraise their influence and the con- 
tinued comparability of the groups. 

Long-time therapeutic investigations 
in which the diagnostic criteria are ob- 
jective, clearly defined, and held con- 
stant, and in which comparability of 
control and experimental subjects is 
established initially and evaluated peri- 
odically are a fundamental need to 
improve the techniques for evaluation of 
nutritional status. With accurate and 
valid diagnostic techniques for major 
deficiencies available, public health pro- 
grams in nutrition can be put on a 
sounder basis. Also, these techniques 
will make possible an improved scientific 
approach to the problem of the relation 
of deficiency states to health and disease. 
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SOUND approach to the evalua- 

tion of a technique for diagnosis 
or therapy begins, as does a geometry, 
with a set of basic definitions: Exactly 
what is the technique, how is it tested, 
by what criteria is it to be evaluated? 
We need to avoid the trap set by the 
White King for Alice in evaluating a 
therapeutic technique for faintness. 

“There’s nothing like hay when you’re 
faint,” said the King. 

“T should think,” said Alice, “throwing 
cold water over you would be better, or 
some sal volatile.” 

“I didn’t say there was nothing 
better,” the King replied. “I said there 
was nothing /ike it.” 

The confusion here is clearly one of 
failure to define the criteria. The three 
excellent papers which have bees pre- 
sented this afternoon are devoted pri- 
marily to careful statements of the 
definitions and of the criteria involved 
in each particular problem of evaluation. 

In studies of diagnosis, therapy, and 
prophylaxis, we are dealing with three 
separate but interlinked problems in 
calibration of techniques. I am going 
to confine my discussion to the situation 
where we have under consideration a 
specified disease or condition which can 
be recognized, at least in its severe 
forms, by clinical or other means. That 
is, we have a definition of the condition 
that we are trying to diagnose, treat, or 
prevent. The concept is that every in- 
dividual occupies some position on a 
graded scale with regard to this condi- 
tion, ranging from the position of com- 
plete freedom from it, through incipient 
and minimal phases, to stages of greater 
and greater severity. Thus we conceive 
of gradations of nutritional deficiency, 


hearing loss, and presence of influenza. 
Different diagnostic techniques will 
vary as to their ability to grade people 
accurately relative to the condition. The 
ideal technique would, at low cost, be 
sensitive, that is, designate and grade 
accurately the diseased persons, and it 
would be Specific, that is, correctly 
specify the persons free of the condition. 
The evaluation of the technique in- 
volves determining how well it performs 
this function. 

An evaluation of the diagnostic tool 
is an essential preliminary to the evalu- 
ation of a therapeutic technique, for 
it is through the diagnostic technique 
that we select the persons for treatment 
and judge the success of the treatment 
in restoring them to normal. An ex- 
cellent therapy for nutritional deficiency 
or hearing loss might appear faulty if 
the persons on whom it was tested were 
not in fact suffering from the supposed 
defect. Similarly in prophylaxis, the 
evaluation of an influenza vaccine re- 
quires the ability to diagnose influenza 
when it occurs. Thus the diagnosis 
problem is the most fundamental of the 
three. It also presents the greatest diffi- 
culties of evaluation. 

We are considering metinods for evalu- 
ating these techniques in surveys or field 
experiments, rather than in the labora- 
tory or the clinic. Such field studies 
are the final and crucial step in evalua- 
tion after laboratory and clinic studies 
have already been completed. Any 
technique proposed for diagnosis is usu- 
ally subjected to a very thorough 
laboratory study to determine its pre- 
cision, the ability of observers to use it, 
its success in separating control and 
diseased animals, its side effects, its 
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cost, and so on. If it appears promising 
in the laboratory, it may next be tried 
on patients. Patients appearing for 
treatment will inciude some advanced 
cases that can be recognized clinically 
or by whatever tests have led to the 
designation of this condition as an entity. 
Thus we will have frank cases of nu- 
tritional deficiency, or deafness. Our 
proposed technique tested on the clinic 
population will have an opportunity to 
differentiate between the recognized 
cases and others in the clinic. This 
test on patients serves as a mechanism 
for eliminating from further test those 
techniques which show no promise. Sub- 
stantial laboratory and clinical work is 
an essential prerequisite for successful 
field studies. 

However, the final evaluation cannot 
be on patients but must be on the popu- 
lation. We have visualized the popu- 
lation as being distributed with regard 
to the condition, some being completely 
free of it, some at various minimal 
stages and some more advanced. A 
self-selected group of patients presenting 
themselves for observation, diagnosis, or 
treatment will not be representative of 
the general population. It may in fact 
give us almost no normal persons. We 
can get no real calibration of the tech- 
nique on a distorted distribution of this 
sort. 

In testing the general population with 
the technique, we face, however a very 
real dilemma due to the fact that we 
do not know their true condition. We 
would expect at one end of the scale a 
substantial number of normals and at 
the other end of the scale we would have 
some frank clinical cases to correlate 
with our technique. But what about 
the intermediate range where the condi- 
tion may be present, but incipient or 
inapparent? We often feel our greatest 
need of a diagnostic tool for such cases 
because they represent our greatest hope 
for prevention or cure. We require some 
method for determining whether the 
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technique is correctly designating people 
in this area. 

One approach to this objective is 
through correlation of this test with 
some other variable. For example a 
technique for measuring the integrity of 
some. tissue might be tested on indi- 
viduals who are also measured on some 
independent nutritional scale and the 
association might be a guide to the value 
of the tissue test. It should be noticed 
that such associations can be interpreted 
only if they are established on a general 
population. In a self-selected group 
such as appears at a clinic there may be 
an apparent association which is an arti- 
fact due solely to the patient selection. 
For example, if the clientele of a medical 
center is such that essentially poor people 
turn to it for superficial skin lesions 
whereas people of all walks of life turn 
to it for more serious defects, this fact 
alone will produce a correlation be- 
tween diet and skin lesions among the 
patrons of the clinic which may be com- 
pletely lacking in general. 

Although correlations between two 
tests may be helpful and suggestive, the 
real evaluation of the diagnostic tech- 
nique comes only through a follow-up 
of the persons tested. As Miss Wiehl 
emphasized, in order to get any real 
assessment of the diagnostic significance 
of the technique, it is necessary to have 
serial observations to see the extent to 
which the people progress from one 
stage of the disease to another. If 
there is neither stability nor progression 
in the successive tests or if there is no 
difference in progression rate between 
those called normal and those considered 
not normal, the value of the test is 
dubious. 

It is important to recognize that, for 
this reason, the normals as well as those 
screened out, must be followed. The 
proposals in some of our currently 
popular screening clinics to follow 
only the group screened off as of 
diagnostic significance would defeat 
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any examination of the validity of the 
screening process. 

The evaluation of any diagnostic test 
will show it to be an imperfect instru- 
ment. It may overdiagnose, thus exag- 
gerating the true severity, and desig- 
nating some of the true negatives as 
positive. Or it may underestimate the 
number and severity of positives. It 
may be satisfactory in the minimal cases 
and fail on the far-advanced cases, as 
does the tuberculin test. Its imper- 
fections must be judged as to their 
importance in the particular problem 
under study. In nutrition problems 
little harm may be done if supplemental 
feeding is prescribed unnecessarily in 
some cases. But the erroneous designa- 
tion of a person as syphilitic, cancerous, 
or tuberculous may be far more serious 
than missing a diagnosis in a true posi- 
tive. Such issues must be considered in 
setting up the criteria of evaluation in 
each problem individually. 

Leaving now the diagnostic problem 
and turning to therapy and prophylaxis, 
we face an easier problem in interpre- 
tation because we do not have an un- 
known true value to contend with. Our 
difficulties are more apt to lie in 
achieving a well-controlled study. In 
therapy the problem is to evaluate the 
ability of the treatment to restore to 
normal persons judged to have the con- 
dition, or at least to prevent progres- 
sion to more serious stages. This evalu- 
ation requires, ideally, selecting the 
impaired persons in the general popula- 
tion, dividing them into two groups in 
every way similar in character, giving 
one the prescribed treatment, and the 
other a treatment similar in every respect 
except for the presence of the therapeutic 
agent to be tested. The two groups are 
then followed to observe progression or 
cure rates. It will be recognized that 


practical difficulties frequently prevent 
achieving the ideal control and therefore 
the real evaluation of the therapy may 
be obscured. 


The enormous benefits 
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in getting a real evaluation are so great 
that a well-controlled study should 
always be the goal and practical diffi- 
culties should not be easily accepted as 
insurmountable. 

Our prophylactic studies are similar 
in character except that the normal 
persons are the subjects. Again they 
are divided into two similar groups, a 
treated and a control group, and followed 
to observe incidence of the disease. 

In all three of the evaluation prob- 
lems many issues arise in carrying out 
sound planning and execution of the 
studies. A number of them have been 
illustrated and discussed in the studies 
presented this afternoon, and I will out- 
line them briefly by way of emphasis 
and summary. 

First, the actual observations to be 
made at initial and follow-up examina- 
tions should be as free from subjective 
judgment as possible. As Aibritton 
puts it, “The patient trusts the doctor 
and the doctor trusts his hypothesis and 
both may overestimate his improve- 
ment.” The use of photographs rather 
than word descriptions was advocated 
by Miss Wiehl to achieve such objectiv- 
ity in nutrition studies. It is for this 
purpose also that the identity of the 
treatment group was concealed from the 
subject and observer in the deafness and 
influenza studies. The long arm of 
psychological factors may stretch even 
to the writing down of the record and 
it is favorable if the experimenter can be 
unburdened by knowledge likely to 
prejudice his findings. 

As a further aid to objectivity, the 
record forms should Le completely pre- 
scribed. They should of course be care- 
fully planned to be clear, convenient, 
and complete, and should be thoroughly 
pretested before final acceptance. 

Written instructions on all parts of 
the study should be prepared which in- 
clude definitions of terms, rules of re- 
cording, and frequency of observation. 
This step assures that the definitions and 
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instructions are clear-cut and are under- 
stood by all participants, and it also 
provides the necessary information for 
an interpretation by nonparticipants. 
It is not necessary that these people 
approve the definitions but they must 
understand them. Since in a follow-up 
study, the persons initiating the study 
often do not complete it, their suc- 
cessors need a written document in order 
to carry it forward. 

Such efforts to secure good observa- 
tions will be in vain unless they are 
supported by training and supervision 
of the personnel responsible for the ob- 
serving, and the establishment of good 
public relations with those observed. 
This is particularly critical, as Dr. Hardy 
and Dr. Bordley pointed out, in long- 
time continuing studies which must avoid 
exhausting the good-will of all concerned. 

Finally, the advance work should in- 
clude the tabulation forms and plans 
for analysis. This step may seem pre- 
mature, but it will turn a bright light 
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on flaws of omission of an essential piece 
of information or of inclusion of exces- 
sive data. 

This plan for analysis should not only 
outline Aow it is to be done, but when. 
Field studies are apt to be large. They 
frequently involve many people and 
massive files of records. They can easily 
evolve into a system for collection, such 
that the time never seems ripe for taking 
stock of the findings and answering the 
question. Part of the advance planning 
should be the setting of a terminal date. 

Much has been written about the 
boldness required to make the first move 
in any enterprise. Churchill speaks of 
the audacity needed to put the first daub 
of paint on a fresh canvas, and Bench- 
ley of the wisdom for the first move in 
erecting a skyscraper. Perhaps even more 
audacity and judgment are needed to 
make the last move. Setting the time for 
it in advance has been thoroughly 
evaluated as a sound prophylactic tech- 
nique. 
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VERY survey, study, or experiment 
begins with a question. What does 
the investigator primarily want to dem- 
onstrate? It is important to state the 
question explicitly at the beginning of 
the study. We are all familiar with the 
paper which starts out in describing how 
things were done, methods that were 
used, problems that were met, and when 
we get to the end we are still left with 
the wonder as to what the writer was 
trying to prove. It is particularly im- 
portant to keep in mind the basic ques- 
tion, especially in studies which cover a 
relatively long period of time. Continual 
contact with unforeseen problems and 
details and with numerical data that are 
being gathered tends to stimulate ques- 
tions which the study was never designed 
to answer. 

I should like to point out in connec- 
tion with multiple screening programs 
that these broad, over-all surveys may be 
suffering from just this very matter. 
The basic question here is: As a case- 
finding technique, what is the proportion 
of diseased individuals picked up but 
not already known to the physicians? 
A corollary would be: Is this proportion 
sufficiently large to make an extension 
of the program worthwhile? Yet as a 
result of the temptation to make these 
programs too comprehensive, in the 
sense of answering too many questions, 
the basic purpose is dangerously close 
to being forgotten. 

In connection with an explicit state- 
ment of the question to be answered by 
the survey, there is closely allied the de- 
termination of sample size. For this 
purpose it is necessary to predetermine 
the minimum difference between what 


will have been observed and what is to 
be expected on the basis of some hy- 
pothesis that the investigator desires to 
detect as significant. In this regard I 
should like to introduce the concept of 
a meaningful difference. For example, 
analysis of the data might show that the 
difference between 7 percent observed 
and 5 percent expected is significant. 
But then the question is, How important 
is such a difference? Is it meaningful? 
It would not be remiss, perhaps, if every 
project, when still in the early planning 
stage, would not only set out the ques- 
tion to be answered but also the mini- 
mum difference for which it is meaning- 
ful to determine significance. In this 
regard let us refer to each of the papers. 
In one, the question concerns the efficacy 
of nasopharyngeal irradiation in prevent- 
ing deafness in children with lymphoid 
tissue. What is to be considered as 
efficacious? If the difference between 
the treated group and the controlled 
group is 2 percent, will that be of 
sufficient importance to consider the 
treatment worthwhile, or must there be 
a difference of at least 5 percent or some 
other percent? And if it is 5 percent, 
is the sample size large enough to detect 
this difference as significant? Similarly, 
in the paper on the influenza vaccine, an 
observable difference is being sought in 
the incidence of influenza among vac- 
cinated individuals and nonvaccinated 
individuals. Here again what does the 
investigator consider the minimur dif- 
ference important enough to detect in 
order to make vaccination a mass 
project? In the case of the paper on 
diagnostic signs for nutritional deficiency 
states, the problem is slightiy different 
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and I shall return to it subsequently. 

In line with the previous comments, I 
should like to point out what is ordi- 
narily done statistically when sample 
size is being determined. Let us assume 
that, in order to demonstrate the effec- 
tiveness of a treatment, the results in a 
treated group should be at least 5 per- 
centage points lower than the known 
incidence in the population, which, say, 
is 20 percent. Then the sample size 
is usually found from the equation 
t= .05\/n/ V.2x.8. To solve for n, 
it is necessary to determine a probability 
level, say 5 percent and, for this case, 
since a one-sided test is required, the 
corresponding normal deviate is 1.645. 
The sample size required is approxi- 
mately 175. Then, as you are all aware, 
the statistical test will reject the hy- 
pothesis of no difference 5 percent of 
the time, even when the hypothesis is 
true. But what is not too clearly under- 
stood is that this procedure will accept 
the null hypothesis as true when, in fact, 
it is false, 50 percent of the time. This 
would mean that the chances are one in 
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two that the preceding test may not find 
the minimum difference to be significant 
when, in fact, it is. I should like very 
briefly to run through a more appropriate 
procedure where the latter-type error is 
more carefully controlled. 

The argument is most simply pre- 
sented graphically (fig. 9). The null 
hypothesis is represented by H, and 
states that the true value of the percent- 
age, P, in a hypothetical treated popula- 
tion is .20, i.e., = .2). To demon- 
strate that the treatment is effective, it 
is necessary to reject H, as false. But 
then some other hypothesis must be 
true, e.g., P = .19 or P= .18, etc., and 
is represented by H,. In this illustra- 
tion, we have decided it is meaningful 
to reject H, in favor of H, only if there 
is a difference of at least 5 percent, so 
that H,; is P = .15. Then it is known 
how the difference, p — P, where p is a 
sample proportion based on samples of 
size n, is distributed under each hy- 
pothesis. The respective. distributions 
are shown in fig. 9. Since the test is 
always made on H,, whatever H, is, 


A.SAMPLING DISTRIBUTION OF 
(p—.2) IF H, (P=.15) IS TRUE. 


A B 
+ + + 
—05 z 


1.282 1.64565—4 


B. SAMPLING DISTRIBUTION OF 
(p-.2) IF Hy (P*.2) IS TRUE. 


6 8 


Figure 9—Distributions of Sample Differences, p-.2, Under Two Different Hypotheses 
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p—P becomes p—.2. If H, is true, 
this difference is distributed normally 
with mean, 0, and standard error, op 
(see B above); if H, is true, p— .2 is 
distributed normally with mean, — .05, 
and standard error, o, (see A above). 
Now set the probability of making the 
first kind of error, rejecting H, when it 
is true, at .05, an@ the probability of 
the second kind of error, accepting Ho 
when H, is true, at, say, .10. Since Ho 
is to be rejected 5 per cent of the time 
when true, there is required a point z 
in distribution B such that 95 per cent 
of the differences, p—.2, are greater 
than z. This point falls at a distance 
1.645 oy to the left of the mean of zero 
in B. But if H, is true, there will be 
some differences which are part of dis- 
tribution A and also greater than z. Such 
differences will result in incorrectly ac- 
cepting Ho, and if it is desired to confine 
the proportion of such wrong decisions 
to .10, z must be at a distance of 
1.282 o, to the right of the mean of 
— .05 in distribution A. Therefore the 
condition to be met if it is desired to 
reject Ho only 5 per cent of the time 
when it is true and accept Ho only 
10 per cent of the time when H, is true 
is given by 


1.2826 + 1.645¢ = .05 
mn = (1.282 .85 + 1.645 /.2 & .8 )2 / (.05)2 


Now n turns out to be approximately 
500. 

There are very few remarks that I 
have to make on the specific procedures 
used in any of the three papers. In 
fact, what I will say will be more in the 
line of questions rather than criticisms. 

In the paper on nasopharyngeal irra- 
diation, it will be noted that children 
were originally screened by the audiom- 
eter for losses of hearing of either 15 
decibels in two tones or for 20 decibels 
in one tone in either ear and then these 
children are further screened for the 
presence of lymphoid tissue. This means 
that the study group consists of children 


having lymphoid tissue where hearing 
is already impaired. Thus any conclu- 
sions concerning the preventive or cura- 
tive effects will have to be confined to 
children whose hearing is already 
impaired. Now this seems to be an 
unnecessary restriction. It would appear 
to be of additional interest to know 
what the effect of treatment would be in 
children who have lymphoid tissue 
present but whose hearing is as yet nor- 
mal. Thus I would question why the 
original screening was not carried out 
with respect to lymphoid tissue. Was 
it because of practicality? 

In the paper by Dr. Francis * ‘ave 
a question touching on certain proolems 
in connection with large field studies 
involving epidemics. Here we have a 
situation where a large organization is 
required to fulfill initial conditions of 
the survey and then everyone has to 
wait around for the epidemic to strike. 
If there is no epidemic, or if, as is most 
probable, the epidemic is mild, all these 
preparations may be wasted. Secondly, 
as Dr. Francis so aptly points out, there 
is always present the question as to the 
extent to which the mere fact of vac- 
cination interferes with the course of 
disease and affects the respective prob- 
abilities that those in the control groups 
and those in the vaccin>ted groups will 
become infected. The question I raise 
here is this: in order to answer specifi- 
cally whether vaccination has any affect 
in immunizing individuals against influ- 
enza, would not the smaller, voluntary 
type of experiment be more efficient and 
more powerful? Especially in this case 
where the virus has been isolated and 
an assay could be run to determine the 
ED50. Thus it could be determined 
whether there is a biological effect in 
humans, and further still, various ob- 
servations could be made on the rela- 
tionship between vaccination effect and 
varying dosages of virus and whether 
an immunity obtained through vaccina- 
tion is of the same nature as the im- 
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munity obtained in those getting the 
disease naturally. I am sure studies 
such as these must have been thought 
about, and possibly performed, and I 
wonder if Dr. Francis would comment 
on the relationship between them and 
the large field study. 

Since the paper by Miss Wiehl is 
primarily concerned with diagnostic 
signs and their evaluation and since 
this constitutes an important aspect in 
the Hardy-Bordley study, I should like 
to discuss this problem in a general way. 
In describing a diagnostic technique, it 
is essential to introduce two concepts: 
sensitivity and specificity. The former 
is the ability of a diagnostic technique 
to detect a diseased individual as posi- 
tive; the latter is the ability of the same 
technique to call a normal individual, or 
an individual with other diseases, a neg- 
ative. I shall subsequently return to the 
importance of obtaining these two 
values. 

First, I should like to distinguish be- 
tween two types of situations. One is 
where the diagnostic procedure can be 
applied to groups of known diseased and 
known normals. The other is where the 
diagnostic procedure is applied to a 
single group containing diseased and 
normal individuals, but the diseased 
individuals are unknown or at most sus- 
pect. The latter presents essentially 
the problem of evaluating the diagnostic 
value of the very means by which an 
individual will be classified as positive 
or negative without having any other 
means of determining whether he has 
the disease. 

Let us consider first the latter situa- 
tion. Theoretically it has been handled 
by Neyman in connection with Yeru- 
shalmy’s studies in tuberculosis. There 
were several questions the investigator 
was attempting to answer, among which 
were the consistency with which a reader 
diagnoses the same X-ray plate, and the 
consistency among different readers. Of 
importance to us, however, were the 
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major questions in the study, namely, is 
the X-ray plate a good means of diag- 
nosing tuberculosis, and, among four dif- 
ferent types of film, is one a better 
diagnostic sign than the others. Over 
a thousand individuals were in the study 
group and four chest plates were taken 
on each individual with each type of 
film. These picturés were then sent in 
some random fashion to five expert ra- 
diologists for independent readings. 
Thus each individual had a total of 20 
readings and it was arbitrarily decided 
to classify as positive any individual 
having 11 or more positive readings. 
Then with the statistical procedure de- 
vised by Neyman, it is possible to esti- 
mate for each technique the proportions 
of individuals in the population having 
the “disease” and free from the 
“disease” and, most important for the 
evaluation of diagnostic techniques, the 
respective probabilities of classifying a 
“diseased” individual as positive and a 
“normal” as negative. Obviously, if 
both probabilities are 1, the diagnostic 
technique is perfect. For anything 
smaller it becomes necessary to set up 
minimum criteria for an acceptable 
diagnostic technique and a comparison 
made between the calculated values and 
the criteria. 

It is quite important to point out the 
limitations of the statistical theory. 
Since one never actually knows the 
diseased individual, it is not certain that 
the obtained probability of detecting a 
positive is associated with having the 
disease or with certain properties of the 
diagnostic sign; the association between 
the properties of these signs and the 
disease is still unknown. As Neyman 
points out, whether it is tuberculosis (or 
any other disease in this situation) that 
is being detected cannot be answered on 
the basis of such a statistical analysis. 
On the other hand, further evidence on 
this score could be obtained by taking 
five or more pictures with the same film 
and having different experts read them. 
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To make this procedure applicable to 
Miss Wiehl’s study, it is clear at once 
that all individuals with the same nu- 
tritional deficiency must possess the 
lesion or, at the very least, the propor- 
tion not having it should be very small. 
Otherwise, an estimate of the probability 
of detecting a diseased individual refers 
not to all diseased individuals but only 
to those with lesions. In general, in 
this situation where the diagnostic means 
being evaluated are at the same time 
being used to detect the disease, I feel 
it may be more profitable, and perhaps 
the only way of solving the problem, to 
follow up all positives and all negatives. 

Now let us return to the first type of 
situation. Here we are presented with 
an evaluation of a diagnostic test or 
technique on known groups of diseased 
and normal individuals. In addition, to 
obtain a measure of specificity, there is 
included in the study group a set of 
individuals with various other diseases. 
Most of the diagnostic procedures de- 
vised to detect the disease have been 
associated with serologic reactions in the 
form of complement fixation, color reac- 
tions, presence or absence of coagula- 
tion, and antigen-antibody reactions. 
The variable produced is usually of a 
fairly continuous nature, and when ap- 
plied to the groups to be tested, there 
usually results fairly distinct distribu- 
tions for the normal, diseased, and mis- 
cellaneous disease groups. Up to this 
point we do not as yet have a diagnostic 
test. What we do have is a description 
of varying reactions to a biochemical 
technique devised to measure a_ bio- 
chemical process in individuals. If the 
diseased group shows no overlap with 
the other two groups, clearly the bio- 
chemical procedure devised to detect the 
internal changes associated with the 
disease is highly discriminatory and 
most powerful. Any point taken in the 
interval between the lowest disease value 
and the highest of the other values (as- 
suming that the average level of the 


diseased group is higher than that of 
other groups) could be taken as the 
dividing point between positives and 
negatives. If, on the other hand, there 
is overlap between the diseased group 
and other groups, it becomes essential to 
appraise adequately whatever discrim- 
inatory power exists in the basic bio- 
chemical procedure. This appraisal 
results when some value in the overlap- 
ping region is selected as a critical point 
dividing positives from negatives. It is 
only after a critical value is selected that 
we have a diagnostic test. That is, the 
biochemical procedure plus the critical 
value constitutes the diagnostic test. 

For purposes of evaluation two com- 
ments are of importance. One is that 
this concept of the evaluation of a diag- 
nostic test immediately eliminates the 
possibility of making use of a single 
measure or index to describe or even 
rate a diagnostic procedure. Adequate 
appraisal of the discriminatory power of 
the biochemical procedure requires two 
measures: the percentage of true posi- 
tives detected for a given percentage of 
true negatives, in other words, the sensi- 
tivity and specificity. One of these 
must be specified prior to the selection 
of a critical value, otherwise a critical 
value may result in a diagnostic test 
which falsely describes the basic pro- 
cedure. For example, in the ideal in- 
stance of no overlap, a critical point 
could be selected as the most extreme 
value of the entire study group, so that 
the diagnostic test would yield 100 per 
cent true positives and O per cent true 
negatives or O per cent true positives 
and 100 per cent true negatives. Thus 
sensitivity and specificity should not be 
dependent upon some arbitrary choice 
of the critical value but, on the con- 
trary, the critical value should be de- 
pendent upon an arbitrary selection of, 
say, specificity. If, for example, the 
public health official decides that not 
more than 5 per cent false positives can 
be tolerated in a mass screening pro- 
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gram, a point would be selected for the 
critical value which yields 5 per cent 
false positives. The corresponding per- 
centage of true positives would then be 
determined. The discriminatory power 
is then given in terms of the percentage 
of true positives detected for 5 per cent 
false positives. Of a given number of 
diagnostic tests, all devised to detect the 
same disease, that one would be con- 
sidered best which detects the signifi- 
cantly largest percentage of true posi- 
tives. If there is only one test to 
evaluate, the observed sensitivity would 
then be compared to some predetermined 
criteria. I should like to point out that 
the statistical procedure developed for 
an evaluation of this kind makes it pos- 
sible to take into account a weighting 
of the relative importance of a false 
negative and a false positive. 

The second comment pertains to the 
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choice of a critical point by an investi- 
gator who attempts to confirm the re- 
sults obtained previously. It is com- 
monly believed by most research people 
that in evaluating a diagnostic test pro- 
posed by some other investigator, he 
must adhere to all the details described 
originally, even to the extent of using 
the same critical value previously ob- 
tained. This is erroneous and may lead 
to false results. The critical point must 
be selected from one’s own data used 
in the evaluation and on the basis of a 
predetermined percentage of false posi- 
tives (or, of course, false negatives). As 
such, the critical value is subject to 
sampling variation. If this variation is 
so great that upon completion of the 
evaluation it is almost impossible to in- 
dicate to clinicians the use of one point 
as a critical value, this in itself may be 
an argument against the diagnostic test. 


METHODS IN LONG-TERM STUDIES 
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Certain Technical Aspects of Longitudinal 
Studies of Child Health and Development 


HAROLD C. STUART, M.D., ann ROBERT B. REED 


Department of Maternal and Child Health, Harvard School of Public Health, 
Boston, Mass. 


HE title “Child Health and De- 

velopment” was originally chosen 
for this project to indicate its primary 
purpose, that of obtaining as much in- 
formation as possible about the inter- 
relationships between health and de- 
velopment. Since this project was 
started 19 years ago, the term “health” 
has been interpreted broadly to include 
mental, emotional, and physical fitness 
as well as the incidence of illnesses and 
the presence of handicapping conditions. 
Attention has been given to these aspects 
at succeeding ages, as well as to the diet 
and certain features of the environment, 
care, and management of the child. De- 
velopment likewise has been thought of 
as encompassing all aspects of progress 
in growth and maturation. Attention 
has always been given to physical, 
physiologic, and psychologic factors in- 
sofar as opportunity has permitted. The 
objective which has constantly guided 
the planning and execution of this 
project has been to understand as fully 
as possible the basic attributes of each 
individual, the characteristics of his 
progress in growth and development 
from birth to maturity, and the influence 
of health and environment at successive 
stages upon this progress and upon his 
ultimate development. 

It is hoped that better concepts of the 


health importance of constitutional 
differences between children will emerge 
from these studies as well as a clearer 
understanding of what constitutes sat- 
isfactory progress for several essentially 
different types of children. Better means 
are sought for recognizing at successive 
stages what features of growth and de- 
velopment are significant in respect to 
the ultimate attainment of health and 
fitness. It is also hoped that light will 
be thrown upon the different needs of 
constitutionally different children. 
Certain limitations in the possibilities 
for acquiring the desired information and 
for drawing conclusions from the data 
obtained from repeated studies of one 
sample of children were recognized from 
the beginning and others became more 
apparent with experience. To mention 
a few: (1) When many aspects of health 
and development are being investigated 
on the same individual, all cannot be 
thoroughly studied; (2) the same in- 
vestigator cannot be counted on to ob- 
tain any given information throughout 
the span of such a study, and any one 
investigator will change with the years 
as do his subjects;_(3) some aspects of 
the health, care, and development of 
children are far more readily investi- 
gated than others; (4) some information 
is obtainable but is highly subjective in 
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character and is not comparable in re- 
liability with other information to which 
it must be related; (5) the specific pro- 
cedures suitable at one age are not 
always so at another. Because of these 
circumstances, the contents of histories 
and examinations have in some respects 
changed with time and with the age of 
the subjects. A selection of the best 
obtainable data for each of many 
fields has constantly been sought, often 
through a process of trial and error, so 
that from time to time, routine observa- 
tions have been discarded and new ones 
have been adopted. It is impossible to 
state without qualification, except in a 
few instances, that a given procedure 
has been followed on all children at each 
age or on individual children at all ages. 
With the importance constantly in mind 
of comparability of original observations 
and measurements and of rating scales 
applied to them, however, changes in 
techniques have been avoided and ac- 
cepted advisedly, and there remain in 
the records certain items which have 
been maintained throughout the years. 
The attempt to correlate data from 
different sources and of different degrees 
of reliability is a difficult one and has 
received a great deal of attention from 
this staff. There has been a continual 
effort to rate all attributes in terms of 
the individual’s position within the 
range of the entire group of his sex at 
each age. A five-point scale has gen- 
erally been adopted for ratings of normal 
attributes; a “three” indicating the 
broad middle zone of the range; “one” 
and “five” indicating extremely low and 
high values, respectively, and “two” 
and “four” moderately low and high 
values. In applying this method of 
rating to measurement data which per- 
mit distributions on a percentile scale, 
a “one” value is assigned to the lowest 
10 percent and a “two” to the next 15 
percent, so that “one” and “two” ratings 
together select the lowest quartile. A 
“three” rating is assigned to values 
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which fall between the “twenty-fifth” 
and “seventy-fifth” percentiles and se- 
lects the two middle quartiles; whereas 
“four” and “five” ratings are applied to 
the upper quartile in the same manner 
as “one” and “two” ratings to the lower 
quartile. When applying this scale to 
osseous development as determined from 
roentgenograms, films of all girls or boys 
of a given age have been arranged in 
order of advancement, and ranks have 
then been assigned to the groups de- 
limited by the appropriate percentiles on 
the five-point scale much as in the group- 
ing of measurements. 

When dealing with the more sub- 
jective evaluations at clinical examina- 
tions, the observer has attempted to 
assign ratings on the same principle. 
Thus, when evaluating the thickness of 
a fold of subcutaneous tissue over the 
biceps, he assigns a “three” rating if he 
believes the thickness would fall within 
the limits encompassing the middle 
quartiles of a large group of children of 
the same sex and age. He applies a 
“two” or “four” rating when he believes 
the amount is less or more than these 
limits to a moderate degree and a “one” 
or “five” if he considers the thickness 
rather unusual. Since an item of this 
sort changes appreciably with age, the 
observer must have had considerable 
experience with the age in question be- 
fore he can make such an evaluation 
satisfactorily. Ideally, he would prac- 
tice on a large group of children of the 
same age at one time, but practically he 
must develop this experience slowly and 
may be called upon to rate three or four 
children of different ages in a single 
period. Evaluations in these circum- 
stances are highly subjective, and it is 
difficult to obtain good agreement among 
different observers. The attempt to 
assign such ratings, however, has train- 
ing value in developing powers of ob- 
servation and in avoiding loose, mean- 
ingless notations in records. We have 
continued to require the recording of 
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this particular observation throughout 
the study even though we have de- 
veloped a more precise method of 
measuring the thickness of subcutane- 
ous tissue on roentgenograms, as will be 
described a little later. Even in highly 
subjective evaluations which cannot be 
replaced by more precise measurements, 
ratings of this kind may have value and 
significance when one wishes to compare 
the low and the high of the series or to 
select examples of unusual children. 
The fact that these ratings are being 
made periodically adds to the reliance 
that can be placed upon them and one 
can, with assurance, give a child a low 
general rating for a given attribute when 
estimates at nine out of ten successive 
ages are found to have been “one” or 
“two” values. 

It should be emphasized that this 
type of rating is not made on an absolute 
scale, but rather on the basis of ex- 
pectancy for age. Since this expectancy 
may be very different from age to age, a 
child may change greatly in the attribute 
being rated and still remain in the same 
percentile position throughout the 
growth period. Fortunately, in at- 
tempting to obtain an accurate rating 
for a child in regard to any general 
attribute, there may be several items in 
the records bearing upon it. 

There are kinds of data which deal 
with findings often not present at all, 
possibly not normal in any degree. We 
have adopted a scale of “zero,” “one,” 
“two,” “three,” etc., to describe stages 
or degrees of such findings. In using 
this scale we have not attempted to con- 
sider age expectancy but have used the 
numeral to indicate a certain amount or 
degree of development of the item con- 
cerned. For example, in the case of 


pronation of the feet, a “one” rating 


would apply to the same amount of pro- 
nation at 5 years as at 15 years, even 
though on this basis “one” ratings 
world then be far more common at age 
5 than at age 15. In the case of pubic 


hair, all children would have a “zero” 
rating prior to the beginning of pubes- 
cence, and girls would have a “three” 
rating at the end of pubescence, repre- 
senting the triangular distribution in the 
female; whereas boys would normally 
attain a “four” rating, representing the 
adult male diamond-shaped distribution. 
In this instance, the examiner concen- 
trates on noting and correctly evaluat- 
ing the extent of development of this 
character without consideration of age 
and may, in dealing with four children 
of the same age, give ratings ranging 
from “zero”’ to “four.” 

Methodological considerations in- 
volved in the analysis of longitudinal 
observations of growth may best be 
illustrated by examining specific research 
problems. The problem we would like 
to discuss at this point is one of inter- 
preting the over-all growth of the body 
in terms of the growth of different types 
of tissue. In our work along these lines, 
we have made the question still more 
specific by selecting body weight as a 
measure of over-all body size and by 
using standardized roentgenograms * 
of the lower leg as a source of informa- 
tion concerning amounts of subcutane- 
ous tissue, muscle, and bone. With the 
question defined in these terms, the first 
methodological decision to be made is 
the selection of a scale of measurement 
to be used in describing the quantities of 
the various tissues observed in the 
roentgenogram. We have experimented 
with the following three types of 
measurement: 


1. Thickness of the tissue measured at 
the broadest part of the calf; 

2. Area of the tissue as seen in the 
vertical cross section presented by 
the roentgenogram ; 


* For details of the technique used in taking these 
roentgenograms, see: Stuart, H. C., et al., The Growth 
of Bone Muscle and Overlying Tissues as Revealed by 
Studies of Roentgenograms of the Leg Area. (a) 
Monrcgraphs of the Society for Research in Child De- 
velopment, Vol. V., Ser. No. 26, No. 3, 1940. (b) 
Child Development, Vol. XIII., No. 3, 1942. 
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3. Volume of the tissue estimated by 
assuming a circular cross section 
at the broadest part of the calf and 
using a vertical dimension propor- 
tional to the length of the tibia. 

The details of these methods of 
measurement need not concern us here, 
but it is important to notice the fact 
that the methods differ in terms of di- 
mensionality. Appropriate units to be 
assigned to the three measurements are 
centimeters, square centimeters, and 
cubic centimeters, respectively. In the 
investigation we are discussing, it was 
argued that since the primary variable 
is weight, a cubic or volumetric quantity, 
the third method of tissue measurement 
would be most appropriate since it also 
is volumetric. This argument was 
tested by examining the observations 
made on 69 boys at their sixth birthday. 
For each boy the three tissues were 
measured by the three methods. These 
measurements were then correlated with 


weight with the results shown in table 1. 
Taste 1.—Correlation coefficients between 
body weight and various tissue measurements 
obtained from roentgenograms of the lower leg 
based on 69 6-year-old boys 
Type of measurement 


Tissue Linear Area Volumetric 
Subcutaneous 32 49 62 
Muscle 50 .66 81 
Bone 67 80 76 


Although the three types of measure 
differ in other characteristics than 
dimensionality, it is of interest that the 
volumetric measure yielded the highest 
correlation in the case of subcutaneous 
tissue and muscle. In the case of bone, 
the correlation obtained with the volu- 
metric measure was exceeded only 
slightly by that found by using the meas- 
ure of area. The same pattern of corre- 
lations was found when the measure- 
ments of 3-year-old boys were analyzed. 
Inspection of the scatter diagrams (fig. 
10) shows that the higher correlations 
obtained by use of the volumetric 
measure do not appear to be the result 
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of the straightening of curved regression 
lines but represent a truly greater asso- 
ciation. 

For these reasons we are using the 
third or volumetric measure in our 
present studies. Obviously, one of the 
other measurements might be more ap- 
propriate for a study with a different 
purpose. The linear dimension would 
seem preferable, for example, in study- 
ing the insulating characteristics of sub- 
cutaneous tissue. Nevertheless, what- 
ever the objective, it is important when 
dealing with physical measurements to 
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and Linear, Areal, and Volumetric 
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Tissue in the Lower Leg, 69 Boys, 
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variables if one is to avoid the fallacy 
of seeking a biological explanation for 
an elementary physical fact. 

A second methodological problem 
arises when one attempts to summarize 
the facts concerning growth over a 
period of time. Graphs showing the 
growth of individual children between 
the ages of 1 and 6* indicate that dur- 
ing this age period the volumetric 
growth of all three tissues was very 


nearly linear (fig. 11). Consequently, 
we have fitted straight lines to these 
observations by the method of least 
squares and propose to study the inter- 
relationships of the growth of each of 
the tissues in terms of the constants of 
these lines. We have also fitted straight 
lines to the growth in weight in this age 
period. Use of this method does not 
imply that we believe that these quan- 
tities grow at a strictly constant rate in 
early childhood, but simply that we be- 


* The upper limit was selected to correspond to the J|jeye that the linear trends are adequate 
age at which a shift was made from a 3-foot to a 6-foot oe . 
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Figure 11—Volume of Fat, Muscle, and Bone in the Lower Leg, From 1 to 6 Years, Case 30, 
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tinguishing between the growth patterns 
of different individuals. 

The accuracy of these linear descrip- 
tions of growth has been studied in terms 
of the deviations of the observed meas- 
urements from the trend lines. In gen- 
eral, it was found that the subcutaneous 
tissue showed a relatively greater varia- 
bility than did muscle and bone. How- 
ever, it is necessary to know the accuracy 
of the individual measurements in order 
to interpret this variability. Our best 
source of information concerning the 
accuracy of individual tissue measure- 
ments is contained in the records of 85 
6-year-old children for whom we have 
films taken at both a 3-foot and a 6-foot 
tube distance. Comparison of measure- 
ments from these pairs of films indi- 
cates that in the case of muscle and 
bone the errors of observation are of 
approximately the same size as the vari- 
ation about the trend line. Thus, in the 
case of these tissues we feel that the 
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constants of the trend line contain all of 
the essential information. In the case of 
subcutaneous tissue, on the other hand, 
the observational error can explain only 
about one-third of the residual variance 
about the trend line. Consequently, we 
are studying the subcutaneous tissue 
residuals in relation to season and to 
records of illness and diet. 

Regardless of the accuracy of the 
observations, the ultimate validity of 
this tissue study depends upon the ex- 
tent to which it is appropriate to gen- 
eralize from observations made on the 
lower leg to the tissues of the body as a 
whole. We hope to be able to answer 
this question to some extent by carry- 
ing out similar studies on roentgeno- 
grams of other parts of the body. At 
present, however, we are awaiting with 
interest the publication, by the Fels In- 
stitute, of studies of the distribution of 
subcutaneous tissue throughout the 
body. 
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Matched Population Records in the 
Eastern Health District, Baltimore, Md: 
A Base for Epidemiological Study of 
Chronic Disease* 

W. THURBER FALES, Sc.D. 

Director, Statistical Section, Baltimore City Health Department; and Research 


Associate, School of Hygiene and Public Health, The Johns Hopkins University, 
Baltimore, Md. 


HE outstanding contribution of 
Frost to the science of epidemiology 
was his clear concept of epidemiology as 
an analytical rather than purely a de- 
scriptive science. He considered epi- 
demiology as fundamentally a study of 
the reaction of population groups to dis- 
ease. True, early epidemiologists, such 
as Snow, Sedgwick, and Chapin, recog- 
nized population as of basic importance 
in the study of the epidemiology. How- 
ever, the rise of bacteriology, immunol- 
ogy, and more recently research in the 
viruses led miore and more workers in 
epidemiology to study disease in the 
laboratory or in the individual host 
rather than its impact on population 
groups. There is no question that these 
researches have proved invaluable aids 
to the study of epidemiology and to the 
control and conquest of many diseases. 
In studies of diseases of long duration, 
however, Frost developed a broader con- 
cept of epidemiology which required the 
follow-up of family groups over a con- 
siderable period of time. The family 
studies of the Eastern Health District 
were initiated largely because of his in- 
terest in this approach to the study of 
disease. 
In dealing with the mass behavior of 


* Paper No. 257 from the Department of Biosta- 
tistics, School of Hygiene and Public Health, The 
Johns Hopkins University, Baltimore, Md. 


acute infectious diseases, the data have 
been analyzed largely in terms of age- 
specific incidence rates, secondary at- 
tack rates, and other rates describing 
the selection of the individual. Because 
of the acute nature of these diseases and 
their short duration, population facts 
gathered at the time of investigation of 
the primary or first case furnished the 
data required for analysis. The influence 
of environment in the incidence of dis- 
ease has been fully recognized through 
comparison of morbidity rates in geo- 
graphic, occupational, and other groups. 
The value of these statistics in planning 
public health programs has been demon- 
strated, and the methods of collecting 
the necessary information have become 
somewhat standardized in most official 
public health organizations. 

When one turns to study infectious 
diseases of long duration, such as 
tuberculosis or rheumatic fever or the 
incidence and prevalence of chronic dis- 
eases, it becomes necessary to have in- 
formation on families that can be kept 
under observation continuously or inter- 
mittently over a considerable period of 
time. Such analysis requires that the 
characteristics of all families of the study 
area be known. The description of a 
population of families is more involved 
than that of a population of individuals; 
the definition of the family is more 
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difficult, and the families in a given area 


are constantly undergoing complex 
changes. Not only does migration of 


households occur, but the internal char- 
acteristics of a given household undergo 
continuous change by the addition and 
loss of individuals, by the aging of its 
members, and by variations in social and 
economic resources. It becomes one of 
the problems basic to the epidemiological 
study of chronic disease to measure these 
effects. 

In the late 1920's and early 1930’s 
Frost, Sydenstricker, and Reed held 
discussions which led to the desideratum 
that there should be available to the 
research workers of the School of Hy- 
giene and Public Health at the Johns 
Hopkins University a population which 
could be kept constantly under obser- 
vation. The most accurate way to 
study the changing characteristics of 
the families in the area would be to 
have a continuous register of house- 
holds within a district, adding house- 
holds as they move in, subtracting those 
which move out. Such a register would 
involve also accounting for all indi- 
viduals, because when any individual 
enters or leaves a household, the com- 
position of that household changes. In 
addition, frequent determinations of 
other modifying facts such as income and 
occupation should be made. Although 
such a system of records would be ideal, 
the difficulty of handling the detail in- 
volved in following a population of over 
100,000 souls would be excessive for 
practical use. Further, the expense of 
such a project was recognized as too 
great to make it feasible. 

As an alternate to the continuous 
register, it was decided that population 
facts obtained by census methods would 
be satisfactory, providing census counts 
were made at reasonably frequent inter- 
vals. Furthermore, the School of Hy- 
giene needed to have access to a health 
unit in which students could observe and 
participate in public health administra- 
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tion and research. The Baltimore City 
Health Department had need of an 
area, likewise, in which its new personnel 
could receive field instruction and new 
administrative procedures could be tried 
out. These considerations, therefore, 
led to the establishment of the Eastern 
Health District which has proved of 
mutual advantage to both organizations 

I need to give here only a brief de- 
scription of the Eastern Health Dis- 
trict. The original area was established 
in 1932 as the first of eight health dis- 
tricts which the Baltimore City Health 
Department planned in order to de- 
centralize the administration of its health 
services on a neighborhood basis. At 
that time the Eastern Health District 
consisted of Wards 6 and 7. In 1938 
the District was enlarged to include 
Wards 5 and 10 and Census Tracts 3, 4, 
and 7 of Ward 8. The present area 
covers approximately a square mile and 
contains about 110,000 inhabitants. 
Fig. 1? indicates its geographical loca- 
tion in relation to the rest of the city. 
Most of the Eastern Health District 
studies have been confined to the orig- 
inal area consisting of Wards 6 and 7. 

The first objective of the Eastern 
Health District studies then has been to 
assemble, through periodic enumeration 
of the population of the District, demo- 
graphic data on families and individuals 
living in the District for use in measuring 
the impact of disease of long duration 
upon the population. The records of 
one census have been matched with 
those of preceding ones so that both 
individuals and families can be followed 
over a long period of years, providing 
they continue to reside in the District. 
In certain instances this record extends 
over a 25-year period. 

The first census was taken in the 
summer of 1933, within a year after the 
original Health District had been estab- 
lished. Three subsequent censuses have 
been completed as follows: during the 
winter of 1935-36, the summer of 1939, 
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FicurE 12—Census Tracts, 1950, Baltimore, Md. 


and the summer of 1947. The enume- 
rators for the censuses of 1933, 1939, 
and 1947 were public health nurses of 
the regular staff of the City Health De- 
partment. Because of the larger area 
covered by the 1939 and 1947 censuses 
the nurses were assisted by college 
students in these censuses. The 1935-— 
36 census was made as part of the Na- 
tional Health Survey conducted by the 
United States Public Health Service. 
The enumerators were drawn from the 


rolls of the Works Progress Administra- 
tion. 

Except for the 1936 survey, all cen- 
suses have been planned and supervised 
by the Department of Biostatistics of 
the School of Hygiene and Public 
Health. The headquarters of the 1935- 
36 survey was also at the School, and 
its supervision was by persons closely 
associated with the Department. In all 
surveys, the enumerators were given 
special training before being sent into 
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the field, and their work was checked 
daily by a group of editors. In addi- 
tion to the facts obtained at the four 
censuses mentioned above, information 
of a similar nature is available for 1922 
for persons living in Ward 7 at that 
time. This survey was made by Doull 
in connection with certain field studies 
carried out in that year by the Depart- 
ment of Epidemiology of the School of 
Hygiene. 

In all surveys, information was col- 
lected on a household basis, the members 
of a given heusehold being listed on one 
schedule. Each individual was described 
in terms of his age, race, sex, marital 
status, relationship to head of the house- 
hold, occupation, and employment 
status; each household in terms of 
owner or tenant occupied, rent paid, 
and number of rooms occupied. In ad- 
dition to these items, miscellaneous in- 
formation was collected which varied 
from one census to another, depending 
upon the special interest at the time. 

The 1922 survey was concerned pri- 
marily with the history of common com- 
municable diseases. The 1936 census 
concerned chronic diseases and medical 
care and included, in addition, state- 
ments of income, relief, and permanency 
of residence. The 1947 census also had 
questions relating to medical care re- 
ceived during the preceding 12 months. 
The 1933 and 1939 schedules were de- 
signed to give basic data describing the 
population. The 1939 and 1947 sched- 
ules provided information such as pre- 
vious addresses, maiden names of 
married women, and date of establish- 
ment of household. These data have 
been extremely useful in tracing the 
records of individuals into the files of 
previous censuses. A summary of the 
data collected in each survey is given in 
figs. 13 and 14. 

Perhaps the unique feature of the 
Eastern Health District censuses has 
been the tying together of all census 
records of any individual by means of a 
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permanent individual number. The in- 
dividuals enumerated in each census are 
checked with the master file. Identifi- 
cations are made according to prede- 
termined criteria which take into con- 
sideration the name, age, sex, and 
residence of the individual and in some 
instances the relationship to other mem- 
bers of the household. Collateral in- 
formation is obtained from the city 
directory and telephone directory, and 
in cases of uncertainty the combined 
judgment of the staff is used in deciding 
whether or not the records were related 
to the same individual. 

Not only have individuals been identi- 
fied, but families have been likewise 
paired. The terms “family” and 
“household” have been used interchange- 
ably in most of our studies. As used, a 
household is defined as a group of per- 
sons who live together as a single unit 
in the same dwelling, in such a manner 
that their sleeping quarters are under 
the supervision of one person, and that 
their food is served at the same table 
from a common kitchen; individuals who 
eat elsewhere but share the same dwell- 
ing and common sleeping quarters are 
also included within the household. This 
definition included lodgers and servants 
if living in. When a distinction between 
household and family has been made, the 
latter included only related mempers of 
the household. Luykx (1947) who 
studied permanence of residence in the 
Health District considered a family or 
household the same if (1) the head of 
the family is still the head at a subse- 
quent census (where husband and wife 
are both present the husband is always 
listed as the head), or (2) the wife has 
become a head at a subsequent census. 
Although other criteria have been used 
for the identification of families, identi- 
fication on a more complex basis has not 
proved as practical in dealing with the 
existing records. 

In order to facilitate the matching of 
records, there is, in addition to the files 
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DATE HOUSEHOLD ESTABLISHED |__| + | 
OWNER 
i] 
PLACE & DATE OF BIRTH ' | 
|| 
+ 
FAMILY DOCTOR | + | + 
+] 
PREVIOUS ADDRESSES_____ |__| 
REASON FOR MOVE. +] 
RELIEF +/+] | 
MILK 
QUANTITY PER DAY ____ + + 
WATER +] + 
TOTAL FAMILY INCOME____- [+ 
LANGUAGE SPOKEN. +{ | 


Ficure 13—Items on Census Schedule Relating to Household, Eastern Health District, Baltimore, 


Md., Census Surveys, 1922-1947 


of schedules taken at each census, a 
master index file, arranged by Soundex, 
ofall persons enumerated at any census. 
For any given individual, the index card 
contains the schedule and individual 
number for each census, as well as his 
name, sex, race, and age. In addition, 
every individual has a unique number 
which is entered on all records. This 
permanent individual number has been 
designated as the schedule and individual 
number assigned him in the 1939 survey. 
If he was not enumerated in 1939, the 


schedule and individual number assigned 
him on the next preceding census is used 
as the permanent number. For a person 
picked up for the first time in 1947, the 
permanent number will be the number 
assigned him in the 1947 census. Deaths 
have been posted to this file for the 
earlier years, but this task was inter- 
rupted during the war. 

A third major file maintained by the 
Department consists of a card for each 
address in the Eastern Health District. 
The surname of the head of household 
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MARITAL STATUS____ 
YEAR OF MARRIAGE ____ 
RELATION TO 
DATE ENTERED HOUSEHOLD 

COUNTRY OF BIRTH 
EDUCATION __ 
EMPLOYMENT STATUS__ 
OCCUPATION 
VETERAN STATUS 
MEMBER SICK BENEFIT___| 
IMMUNIZATION 
DIPHTHERIA___ 
AMOUNT OF MILK PER DAY___| 

— ILLNESS — 

HOSPITALIZED LAST i2 mos.__| 
NUMBER OF DOCTORS CALLS 
HOME 
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+/+ 


+/+) 
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DAYS IN HOSPITAL... 
NOT IN BED. 
NURSING 


LAST VISIT TO OENTIST + 


FicureE 14—Items on Census Schedule Relating to Individual, Eastern Health District, Baltimore, 
Ma., Census Surveys, 1922-1947 


and schedule numbers of the households 
residing at that address in each census 
are posted to these cards. 

The data available in tabulations and 
on punch cards describe the population 
and families of the Eastern Health Dis- 
trict in great detail and afford unusual 
opportunities to study changes in family 
composition and characteristics with 
time. A secondary use of the records 
has been to evaluate the reliability of 


information obtained in house-to-house 
canvasses of the population and to study 
the dynamics of family and population 
movement as revealed in_ successive 
censuses. These studies have been made 
possible because a given individual or 
family has been matched with those in 
preceding censuses. Densen (1940), 
Rider and Badger (1943), and Luykx 
(1947) have published studies in these 
fields. 
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We are more concerned today, how- 
ever, with the use of the material in 
epidemiological research in the incidence 
and prevalence of disease and in the 
field of medical care. The periodic 
censuses obtained data on illness only 
incidentally if at all, but were designed 
primarily to secure basic population 
facts. The various departments of the 
School have carried through and have in 
progress a number of investigations in 
which the records of the population of 
the Health District have been utilized. 
Many of them have been essentially epi- 
demiological in nature and required 
accurate knowledge of the population 
over a period of years. Recent studies 
have been directed towards the dynamics 
of chronic disease incidence in the com- 
munity. Mental disease, tuberculosis, 
syphilis, rheumatic fever, and degenera- 
tive diseases have been studied at one 
time or another. 

No single method has been used in 
these studies of morbidity, although 
classification of both population and 
cases in terms of family characteristics 
has been frequent. The general premise 
has been that with the intimate knowl- 
edge of the families and individuals 
which is available from the matched 
census records, this information may be 
dipped into in many ways. As a first 
step both population and cases have 
been classified into various groups de- 
pending on the presence or absence of 
some characteristic or factor, or into 
groups arranged according to some ap- 
propriate scale. Incidence, prevalence, 
and other pertinent rates for each group 
are then computed. There is no more 
effective way of measuring the epidemi- 
ological significance of such factors than 
this direct approach. The population 
records of the Eastern Health District 
have also been used for drawing a 
random sample of the general population 
of the District to serve as a control in 
studving the incidence or prevalence of 
a disease in a particular group of the 


population. A partial list of such sub- 
groups follows: 


(a) Owner-occupied vs. tenant - occupied 
households ; 

(b) Migratory vs. permanent households ; 

(c) Size and type of family ; 

(d) Age, race, occupation of head of house- 
hold; 

(e) Degree of overcrowding; 

(f) Rental groups; 

(g) Tuberculous vs. nontuberculous house- 
holds ; 

(hk) Syphilitic vs. nonsyphilitic families. 


Knowledge of the cases to be studied 
in relation to the population files has 
been secured by tapping all sorts of 
medical sources. All cases which will 
enter any given study must be persons 
identified in the census records as living 
in the Health District during the period 
covered by the study. Identification 
is made either by starting with the names 
of individuals known from the census 
records to be in the District or by check- 
ing the cases against the master index. 
The choice of procedure depends on the 
nature of the study and the availability 
of the records which will be used. 

In the study of chronic diseases it 
must be recognized that the people of 
any community receive medical care 
from a wide assortment of facilities. 
Private physicians, out-patient depart- 
ments, public and private hospitals, 
health department clinics, private and 
public laboratories, and numerous other 
agencies all play their part in the diag- 
nosis and care of patients. Experience 
has shown that in order to get complete 
information on all cases, the records of 
all such groups must be drawn into the 
study. For example, the syphilis 
studies of the Eastern Health District 
have been based largely on the syphilis 
register which has been maintained since 
1936. An effort was made to collect for 
each year since 1932 the names and 
other identifying data on all residents 
of the District who came under medical 
observation or treatment for syphilis 


98 AMERICAN JOURNAL OF PUBLIC HEALTH 


during that particular year. A master 
name file was established which included 
identification of the individual in the 
census records and the presence or 
absence of syphilis. The principal 
sources of information were reports of 
serologic tests done in the laboratories 
serving the population, cases reported 
to the Baltimore City Health Depart- 
ment, either directly or through the city 
laboratory, cases discovered and treated 
in a number of the large hospitals 
within and close to the District, cases 
admitted to the venereal disease clinics 
operated by the City Health Depart- 
ment, and cases brought into the study 
through data collected in personal in- 
terviews with physicians practicing 
among the residents of the District. As 
a consequence, for a large proportion of 
the population of the District the 
syphilis status, negative or positive, is 
known over a period of time. In one 
study, these data—supplemented by 
special serologic examinations of those 
whose status was not known—were used 
to determine the prevalence rate of 
syphilis among Negroes 20-24 and 35- 
39 years of age. 

The diagram given in fig. 15 may help 
to illustrate these procedures. The 
large circle represents the population 
records secured through the various 
censuses of the Eastern Health District. 
The smaller circle represents the uni- 
verse of cases or other data which are 
to be related to the population. The 
first step has been to identify these cases 
in the census records of the District’s 
population. Not all cases will be 
matched, since some of the cases occur 
among persons now living in the District 
but not there at the time of the census. 
The identified cases are represented by 
the portions of the two circles which 
overlap. These are the cases which will 
enter the study and be related to the 
population of the District. The method 
assumes that if any person living in the 
District during the study period had had 
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a medical record for the disease studied, 
this record would have been matched 
with the population record. This pro- 
cedure permits the study of the cases 
in relation not only to the facts secured 
at the time of examination but all facts 
concerning the individual and his family 
at each census and any other data which 
have been linked to the census records. 

Another illustration of the use of the 
census records was the study by Coun- 
cell (1943) of the amount of hospitali- 
zation which a sample of 10,000 persons 
enumerated in the 1936 survey had had 
during the period 1926-35. The pro- 
cedure in this case was that the names 
of the individuals in the sample were 
checked with the in-patient records of 
nine hospitals, and all admissions during 
the 10-year period were abstracted for 
study. This study was a retrospect one 
and suffered the defects which will be 
found in all such studies. Fatal con- 
ditions are underrepresented. A study 
now in progress is carrying the study 
forward to 1947. 

In the 5-year morbidity study of the 
Eastern Health District conducted by 
Collins and Downes (1940, 1949), the 
initial record of illness was obtained 
from the housewife by means of monthly 
visits to 2,000 families living in a ran- 
dom sample of blocks of the District. 
Verification of diagnoses and further 
data on medical care were then obtained 
by visits to attending physicians, hos- 
pitals, and clinics that had furnished the 
care. The results of this study are 
published in a series of papers by Col- 
lins, Downes, and their coworkers in the 
Milbank Memorial Fund Quarterly, 
Public Health Reports, and elsewhere. 
The generalizations from these data can 
be more widely extended because of the 
known relation of the sample to the total 
population of the District. 

By these techniques, during the past 
18 years the Johns Hopkins School of 
Hygiene and Public Health, in coopera- 
tion with the Baltimore City Health De- 
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FicureE 15—Diagram Showing Relation Between Population and Study Cases 


partment and the physicians and fami- 
lies of the Health District, has carried 
out numerous studies on the incidence 
and prevalence of disease in the families 
of this area. The three basic elements 
of the method are (1) detailed and 
periodic censuses of the population of the 
District to determine its distribution and 
composition in terms of households or 
families; (2) the linkage or matching 
of individuals and families with those 
enumerated in previous censuses; and 
(3) the collection of data on the occur- 
rence of various diseases and other med- 
ical or social phenomena in individuals 
identified in the population records. In 
some instances the population records 
of a given census have been used as the 
population base for the study; in other 
cases, the matched population records 
have enabled us to compute exposure 


data in terms of person-years for indi- 
viduals remaining in the area varying 
periods of time. 

In developing the analysis of these 
data many statistical problems have 
arisen in reference to the definition of 
the groups chosen for study, cases to be 
included in the study, and exposure time. 
The contribution of Frost in pointing out 
the need to exclude in many instances 
the “index person” in the calculation of 
incidence rates and the use of modified 
life-table techniques in computing per- 
son-years of exposure is well known. 
Gauld, Reed, and Merrell have fully dis- 
cussed the “index person” in their paper 
“The Index Person—Relation to Inci- 
dence Rates in Family Studies,” Ameri- 
can Journal of Public Health, June 1942. 
Likewise, I need not go into the use of 
life-table techniques in computing per- 
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son-years of exposure, since a descrip- 
tion of these procedures can be found in 
the published studies of the Eastern 
Health District anc those of Frost’s 
students where the same techniques have 
been applied to data from other area. 

In summary, then, the morbidity 
studies of the Eastern Health District 
have been a series of special studies of 
diseases as they occur in a population 
of known characteristics. Because the 
population data secured at periodic 
censuses have been linked from ‘one 
census to another, it is possible to study 
the occurrence of disease in relation to 
the dynamics of the population. The 
war interfered considerably with the full 
utilization of the material available, 
but the intimate knowledge which we 
have of this population is such that any 
study of the genesis of chronic disease 
in this population is bound to be tied 
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directly to these records. The School 
of Hygiene is now exploring the possi- 
bility of making fuller use of these basic 
data and the continuance of the periodic 
surveys of the population. 
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Origin and Development 

HE Hagerstown studies originated 

in 1921 with a survey of the fre- 
quency of sickness in 2,000 randomly 
selected families. The survey extended 
over a period of 3 years and covered 
7,800 individuals representative of the 
age, sex, and socioeconomic composition 
of the community. Interviews were 
conducted at intervals of 6 weeks over 
periods ranging from 1 to 3 years. Dur- 
ing the same period, school absences 
for illness, anthropometric measure- 
ments, physical defects, and dental ex- 
aminations were recorded for 4,000- 
7,300 school children. 

For 5 years following 1923, annual 
measurements of height and weight were 
made on Hagerstown school children, 
and the results were published in a 
series of growth studies. During the 
same period, morbidity records of chil- 
dren were maintained. Later, in 1928, 
an audiometric survey was conducted to 
determine the extent and nature of hear- 
ing defects in a cross section of the school 
population. 

Five years later, Public Health Serv- 
ice investigators returned to Hagerstown 
and resumed the studies on growth of 
school children. The results were com- 
pared with earlier measurements to de- 
termine the effect of the economic 
depression on growth. Starting in 1935, 
immediately following the growth 
studies, records were kept on the mor- 
bidity of school children for a period of 


2 years. These records were later used 
in a study comparing child morbidity at 
three different periods of time. 

Up to this point these surveys and 
studies were independent and were 
largely planned without interrelation- 
ship in content or objectives. But all the 
original records are still available. 

In 1937, the child hygiene office un- 
dertook a series of integrated studies of 
school children. The concept of follow- 
up or long-term studies developed 
shortly thereafter, and the local office 
of the U. S. Public Health Service was 
established on a permanent basis. The 
observations recorded since that time 
have been of three classes: (1) sys- 
tematic studies of various aspects of 
child health, (2) by-product data of 
special health activities preserved on the 
assumption that they might have event- 
ual useiulness, and (3) data collected 
for the purpose of comparison with 
earlier records, i.e., for long-term 
studies. 

The list of items is imposing. In ad- 
dition to further school morbidity 
records, dental examinations, and height- 
weight records, there are data from 
chest X-rays, heart examinations, ill- 
ness and death from cancer, Selective 
Service examinations, pneumonia anti- 
gen immunizations, hearing and speech 
surveys, venereal disease records, mor- 
tality records of husbands and wives, 
marriage and divorce records, and the re- 
sults of a 1943 re-canvess of the sur- 
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viving families of the 1921-23 survey. 
A full list of the studies appears as the 
appendix. During the past decade the 
staff has been engaged part of the time 
in organizing the records into a family 
file in order to facilitate further analy- 
ses. This project is nearly completed. 

It can be inferred that cooperation 
between local authorities and physicians 
and the U. S. Public Health Service staff 
has been excellent. All data requested 
by the staff have been made available. 
In exchange, the staff has rendered serv- 
ice in kind by assisting local health 
agencies in the development of forms 
and record systems and in tabulation and 
analysis of data for administrative pur- 
poses. Cooperation is maintained, in 
part, through a planning committee com- 
posed of three members of the medical 
society, the County Health Officer, and 
the head of the Hagerstown office of the 
Public Health Service. Proposed proj- 
ects are discussed by this committee 
which tells Hagerstown physicians about 
the aims and information desired and 
asks them to cooperate in furnishing 
the necessary data, with the understand- 
ing that all material will be confidential. 
In the case of projects which involve a 
canvass of households, it is equally im- 
portant that physicians know about the 
project and its aims. Thus it is possi- 
ble to avoid embarrassment of the 
physician when patients tell him that 
they have been called on and question 
him about the purpose of the study. The 
smoothness of relationships over the 
years should not be interpreted as license 
to neglect the matters just described. 


Methodological Problems 

Long-term or longitudinal studies con- 
ducted or in process thus far include: a 
comparison of Selective Service examina- 
tion defects with defects recorded among 
the same individuals when they were 
school children in 1922-2817; a 
study of chronic sickness in relation to 
survivorship 20 years later*; an esti- 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Aug., 1951 


mate of the incidence or rate of occur- 
rence of new cases of chronic disease *; 
a report on chronic illness in fami- 
lies in relation to changing economic 


status®; the socioeconomic and _ ill- 
ness histories of indigent medical 


patients; chronic illness in relation to 
morbidity 20 years later; and a study of 
incidence of cancer in several genera- 
tions of families. These studies have 
been sufficient to reveal several prob- 
lems of methodoiogy, some of which ap- 
pear as problems peculiar to longitudinal 
studies. 

Validity of reporting is, of course, the 
fundamental problem in all illness 
studies. Hagerstown data have been 
collected in a variety of familiar ways: 
house-to-house canvass; physical exam- 
inations; school, hospital, clinic, and 
health department records; verification 
with physicians; and death certificates. 
For the most part efforts to obtain com- 
plete and accurate data have been no 
different from those of other careful 
studies. An advance may be found, how- 
ever, in the current study of familial 
cancer which is using reports of house- 
hold informants, physicians, hospital 
records, cancer registers, and death cer- 
tificates, checking each source against 
the others. 

Partly in an effort to obtain a com- 
plete record of chronic illness prevalence, 
the original 1921—23 interviewers made 
repeated visits over a period of more 
than 2 years, on the assumption that 
occurrence of acute phases would lead 
to fuller reporting. The 1943 re-survey, 
however, was a one-stop canvass. A 
surprising and thus far unexplained find- 
ing of the comparative data is that 60 
percent of the surviving persons reported 
as having chronic conditions in 1921 
were reported as having no illness in 
1943. An additional 28 percent com- 
plained of some other disease in the 
second survey. Differentials by diag- 
nosis are being studied. It will not be 
possible, however, to determine from 


Vol. 41 METHODs IN LONG-TERM STUDIES 103 


existing data whether the phenomenon 
arises from change in informants, from 
actual recovery, from “recovery” from 
a psychosomatic illness after the passing 
of an emotional situation, from having 
lived so long with illness that it becomes 
part of one’s normal life, or from the 
presence in 1943 of a more serious or 
painful disease “preferred” by the re- 
spondent over the original condition. 
Whatever the explanation, the phenome- 
non itself indicates that _ intervals 
between surveys should be shorter and 
that procedures for obtaining specific 
diagnoses should be more objective. 

We are inclined to the position re- 
cently stated by Collins and Woolsey ° 
that further advances in valid sick- 
ness reporting by diagnosis for a repre- 
sentative sample of the population will 
occur only after the introduction of new 
techniques, and that this position is par- 
ticularly applicable with reference to 
longitudinal studies requiring frequent 
reporting. Two techniques which 
should be followed closely are: (1) the 
multiple screening examination," * and 
(2) the symptom check list. Both 
are still in exploratory stages and 
merit considerable attention. Main- 
tenance of health counseling centers for 
families?” or for middle-aged and 
older people could also be useful sources 
of data if they are established in this 
country. 

The familiar problem of reporting 
validity with reference to the relation- 
ship of the informant to the person re- 
ported upon arises in a new light. 
Housewives reported on their children 
in 1921, but by 1943 many of the 
children were adults reporting for them- 
selves or being reported upon by wives. 
Moreover, the grown-up children of 
1943 were often called upon to report 
for their aged parents who were the in- 
formants of the earlier period. Current 
Hagerstown studies indicate that in- 
formant relationship is a_ significant 
factor and, hence, it must be presumed 


to influence the findings of long-term 
studies. It is quite possible that the high 
proportion of persons presumably ill in 
1923, but who were reported well in 
1943, may be due to this factor. In 
the earlier survey these people were, for 
the large part, reported upon on the basis 
of their parents’ observations, whereas 
in the second survey they reported their 
own physical status or that of their 
spouses. 

A variation of this problem is that 
1943 informants were asked to report 
on persons who had lived apart from the 
family for any number of years up to 
20. The Hagerstown staff has compared 
chronic disease prevalence rates in 1943 
among persons living in the same dwell- 
ing as in 1923, among persons living in 
the city but in a different dwelling, and 
among persons living outside the city. 
When age is held constant, chronic ill- 
ness rates were, in this instance, nearly 
identical. 

This finding would indicate that the 
volume of chronic illness due to all 
causes was approximately the same 
whether persons being reported upon re- 
sided in the same household or resided 
elsewhere in 1943. However, the same 
data indicate that the informant’s 
knowledge of specific disease diagnoses 
is less complete for persons who had 
moved away. [Illnesses of unknown 
cause constituted 5 percent of all ill- 
nesses among persons living in the same 
house as in 1921-23, 9 percent among 
persons in a different house in the city, 
and 35 percent among persons who had 
left the area and who, consequently, 
were largely reported upon by remain- 
ing relatives. This relationship holds 
irrespective of age. 

A problem peculiar to the long-term 
study is that the original population 
cohort declines from year-to-year, by 
reason of emigration, death, or other 
separation. For some types of studies 
considerable reconstruction can be 
accomplished by using nonmigrant rela- 
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tives as informants; by following the 
individuals themselves, if they are not 
too far away; and by use of death cer- 
tificates. Children who have left the 
family can be traced te their new homes. 
There will always be, nevertheless, a 
residual of families and persons who 
have disappeared altogether. The ques- 
tion then arises as to what biases may 
have been introduced into the cohort 
surviving at subsequent periods. Analy- 
sis is now being made of the 1921-23 
illness prevalence and of other character- 
istics of families who had disappeared 
completely by the time of the re-survey 
for comparison with similar data for 
those who weré located or traced in 
1943. 

The problem of the interval between 
observations in long-term studies, al- 
ready mentioned in connection with 
validity, arises in at least one other 
situation. In a study on the incidence 
of chronic diseases, for example, it was 
necessary to estimate the rates of 
occurrence of new cases for shorter 
periods of time by interpolation. be- 
tween the periods of actual observation. 
Thus, in order to get true incidence 
rates, the period between observations 
should be short enough to obtain the 
time of onset of an illness or disability 
with a reasonable degree of reliability. 
Collins met this problem in the Eastern 
Health District study of 1938-43." 


The Promise of Longitudinal Studies 
The Hagerstown Studies have been 
pioneers in revealing the needs for, and 
difficulties encountered in, long-term 
studies. Many of the aforementioned 
problems can be avoided by setting up 
studies which are initially designed as 
long-term in nature and planned to pro- 
vide such knowledge as can be obtained 
only through a longitudinal method of 
approach. We suggest three broad areas 
in which such studies have much to offer. 
Incidence and progress of chronic ill- 
ness.—With the increasing emphasis of 
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public health on chronic diseases, well- 
planned longitudinal studies are needed 
to provide information on the incidence 
and progress of these illnesses. At pres- 
ent, knowledge of the incidence of 
chronic illnesses is meager. The re- 
survey material in Hagerstown has pro- 
vided general information on the age- 
specific rate of occurrence for all chronic 
complaints combined. Yet further in- 
formation is needed on the incidence, by 
age, of specific illnesses and on the rate 
at which such illnesses become handi- 
capping or disabling. It is also desirable 
to know the frequency of attacks of 
acute phases of chronic diseases. Such 
figures would provide an_ intelligent 
basis for planning medical care programs 
and health funds. They would give a 
foreknowledge of the needs for chronic 
disease hospitals, equipment, and per- 
sonnel. They would provide basic data 
with which to plan gainful employment 
for the aged and retirement and activity 
programs. 

Changing patterns of chronic illness 
may result not only from actual changes 
in the incidence of disease or from 
shifts in the age distribution of the 
population. They may also arise because 
of changes in diagnostic terminology or 
developments in the quality and exten- 
siveness of diagnostic techniques. Since 
the events leading up to chronic illness, 
methods of detection, and the course of 
disease are dynamic in nature, frequent 
longitudinal observations are the only 
practical method of obtaining reliable 
information. 

Iliness and socioeconomic factors.— 
The two-way relationship of sickness 
and socioeconomic factors has been of 
concern for a long time, but there is less 
known about it than remains to be dis- 
covered. The principal reason is that 
sickness and the individuals and circum- 
stances in which it occurs are complex 
and dynamic in nature. The order of 
events, if not actual processes, must be 
observed in time sequence, and this is 
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the essence of long-term or longitudinal 
studies. 

One of the challenging problems is 
that of unraveling the long-known asso- 
ciation between illness and _ related 
factors. The association is not alto- 
gether clear-cut as to total illness save 
for the lowest income families. Downes 
finds considerable evidence, however, 
that some conditions such as rheumatic 
fever, pneumonia, and tuberculosis find 
a favorable environment among low- 
income populations.'* Perrott and 
Sydenstricker found that families which 
had suffered severe income losses during 
the early 30’s tended to have more ill- 
ness than other families..*> It was 
not until the 1921-43 Hagerstown data 
were analyzed, however, that low-income 
status was shown to be a definite conse- 
quence of chronic illness. Present con- 
clusions are based on a small number of 
cases and the data are subject to the 
limitations mentioned earlier. The find- 
ings should be verified through further 
studies and the actual process examined 
in terms of extent of disability, wage 
losses, treatment costs, and other ex- 
planatory factors. 

Lowered economic status is only one 
of the probable effects of illness on indi- 
viduals and families. General observa- 
tion, at first, and, more recently, actual 
studies have shown that families with 
health problems are more likely than 
others to have problems of maladjust- 
ment, disorganization, and delinquen- 
cy." Families may have to modify 
aspirations for their children and suffer 
loss of status in the community. An 
afflicted breadwinner may lose self- 
respect and his normal familial role. 
The list of possible effects could be ex- 
tended; enough have been mentioned, 
however, to indicate that there is a 
significant role for the longitudinal 
study. 

The reverse of the situation just 
mentioned is the influence of social and 
economic circumstances in producing 


illness. It has long been supposed that 
certain concomitants of low income, 
such as inadequate housing, lack of edu- 
cation, insufficiency of medical advice, 
and undernourishment, may give rise to 
certain types of illness. In some in- 
stances, such as pellagra, the evidence 
is quite ciear’’; in others, such as 
housing, the actual chain of conditions 
has not been demonstrated and in 
still others no association has been 
shown. The current Hagerstown study 
of cancer is expected to indicate whether 
there is a tendency toward familial con- 
centration of this disease as has been 
shown for chronic conditions in gener- 
al.‘* Observations are being extended 
over three generations. Whether or not 
techniques now available are adequate 
to identify psychosomatic conditions and 
possible family concentration is open to 
question, but it would seem worthwhile 
to test them. 

The practical values of longitudinal 
studies of the types suggested above are 
obvious to all who are concerned with 
the various manifestations of social 
pathology and with the possibility of de- 
creasing the proportion of diathetic, in- 
digent, maladjusted families. 

Iliness and treatment programs.— 
Longitudinal studies can be employed to 
throw further light on numerous ques- 
tions regarding the use and effectiveness 
of treatment programs. One group of 
questions would include such items as: 
How do people discover the need for di- 
agnosis? How long do they wait to get 
it? If it is postponed, why? Where 
do they go and how do they decide where 
to go? To what extent do people make 
use of detection centers and other facil- 
ities for regular and free diagnostic 
services? Similar items revolve about 
the question of obtaining treatment once 
a diagnosis has been made. 

Another set of problems has to do with 
the effectiveness of diagnosis and treat- 
ment. Can the frequency of attacks be 
retarded? Can symptoms or conditions 
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be cleared up? What differences can be 
observed in the course of sickness and 
in mortality rates of those who do and 
those who do not obtain diagnostic and 
treatment services? 

The relationship of costs of treatment 
to its receipt, to how or wher» it is ob- 
tained, and to source of funds to pay for 
it represents a further area of investiga- 
tion. What does treatment for specific 
conditions cost and how do people meet 
the costs? Since these conditions may 
be spread over a number of years, the 
longitudinal study may be the best de- 
vice for collecting information. 

Another area in which very little is 
known is that of medical and related 
treatment for the family of the individ- 
ual with a disabling chronic condition. 
In prescribing treatment for an extended, 
expensive, disabling condition of the 
breadwinner, the housewife, or any mem- 
ber of the family, what attention is given 
to the effect on the total family unit? 
Is home care or hospitalization recom- 
mended with reference to its effect on the 
family? How frequently are other serv- 
ices, such as financial assistance or coun- 
seling, needed? Do families get them? 
How do they get them? How do they 
come to the attention of nonmedical 
agencies? In this case, as in others, fam- 
ily interviews would have to be supple- 
mented with records of agency services. 


Conclusion 

Many of the problems identified above 
have been investigated by means of the 
conventional cross-section study; indeed 
it is through such studies that the prob- 
lems have been defined. It is our belief 
that further progress depends upon use 
of methods involving frequent interviews 
conducted through extended periods of 
time and more objectively reported 
diagnoses. 

Either of two basic sampling methods 
may be used. A representative initial 
cohort may be followed over such period 
of time as may be required. Observa- 
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tions can be limited to the original men- 
bers of the cohort or extended to those 
added by marriage and birth. Migra- 
tion out of the community would not 
affect the representativeness of the co- 
hort, though in-migration would. For 
several of the studies mentioned, con- 
tinuing representativeness would not be 
essential. 

When a sample continuously repre- 
sentative of the community is necessary, 
it can be selected and re-selected on a 
geographic basis. A sample of this sort 
would not retain the same families or in- 
dividuals except by chance. 

One problem of a longitudinal study, 
particularly of the cohort type, is that re- 
peated interviewing and questioning re- 
garding health practices will of them- 
selves improve practices. This limita- 
tion might well affect some types of stud- 
ies but not all. 

Frequent interviewing undoubtedly 
enhances the reliability of reporting sick- 
ness data but not the validity. Infor- 
mant reporting, as in past studies, will 
be satisfactory for some purposes, but 
most studies involving prevalence or in- 
cidence of specific diagnosis will ap- 
proach accuracy only as more objective 
reporting is developed. New techniques 
of mass diagnoses and symptom report- 
ing should be explored thoroughly. 

As a final word it should be observed 
that longitudinal studies will not increase 
in cost in direct proportion to the fre- 
quency of interviewing or the length of 
the time period covered. Long periods 
of repeated observation of a small sam- 
ple will produce as many observations 
as one-stop interviews of a much larger 
sample. 
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APPENDIX 


Data on file in Hagerstown office of the 

Public Health Service: 

1921-1928 

1921-1924 Health Survey (7,800 persons, 2,000 
families). Original data sheets and punch 
cards which include illnesses, economic 
status, condition of housing, sanitation, etc. 

Childhood Morbidity (7,313 children). Records 
of absenteeism from school. 

Physical Examinations (5,233 children). An- 
thropometric data and obvious physical 
defects, including corrective measures where 
applied. 

Dental Examinations (4,057 children). Dental 
charts and defects of school children. 

1933-1937 

Height-Weight (9,266 children). Longitudinal 
height-weight records for school population. 

Childhood Morbidity (4,342 children). 


Records of cause and duration of absence 
from school. 

Anthropometric Data (3,551 children). Physi- 
cal measurements and body build indices. 
1937-1942 
Height-Weight (12,400 children). Longitudinal 
records on school children with growth 

increments 

Childhood Morbidity (17,342 children). Record 
of cause and duration of absence from 
school. 

Dental Examinations (14,163 children). Dental 
charts and other data showing defects. 

Chest X-ray (9,768 children and adults). 
Records give date, number, and interpreta- 
tions. Corresponding 14x17 plates on file. 

Tuberculin Test (3,781 children). Results of 
both P.P.D. and O.T. tests with X-ray in- 
terpretation on same record. 

Heart (2,407 children). Electrocardiographic 
and stethographic measurements. Tracings 
on file. 

Physical Examinations (1,456 adults). Regu- 
lation selective service examinations by local 
physicians. 

Mortality of Husbands and Wives (2,758 
couples). Dates, ages, and causes of death 
of each couple. An additional 9,000 unpaired 
mortality records are also on file. 

Marriage Records (15,078 couples). Names, 
ages, occupations, date and place of mar- 
riage, 1898-1938. 

Divorce Records (2,600 couples). Names, 
ages, and occupations. Date and place of 
marriage and divorce. 

1942-1949 

Pneumonia Antigen (27,000 persons). Identi- 
fying data and dates of inoculation from 
1940 through 1945, with concurrent data 
on pneumonia cases. 

Family Composition (18,000 + families). 
Each card lists a family, giving names, birth 
dates, relationships and an index to Public 
Health Service records for each individual. 

1943 Health Resurvey (1,600 families). 
Records of a resurvey of persons in the 
1921-1924 survey. Includes location, state 
of health or illness, cause of death, economic 
data. Also recorded on punch cards together 
with certain of the 1921-24 information. 

Cancer Records (450 families). Records of 
cancer cases and deaths in three generations 
of selected families. 

Chest X-ray (18,900 persons). Film, data 
cards, and tentative diagnosis from mass 
X-ray surveys of 1948 and 1949. Retakes 
and final diagnosis on 14x17 plates. 
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Discussion 
RUTH R. PUFFER, Dr.P.H. 


Director of Statistical Service, Tennessee Department of Public Health, 
Nashville, Tenn. 


INCE the subject of this morning’s 

session is Methods in Long-Term 
Studies, emphasis will be placed on 
methods distinctly involved with analysis 
of longitudinal data. Diagnostic prob- 
lems are common to all investigations 
and thus are not discussed in detail at 
this time. The first part of this discus- 
sion is devoted to the methods concerned 
with longitudinal data in the three 
papers which have been presented. In 
the second part of the discussion some 
of the important factors to be considered 
in a long-term epidemiological study are 
listed as a brief summary on the subject. 


THE THREE PAPERS 
Longitudinal Aspects of Child Health 
and Development.—The main portion of 
this paper by Stuart and Reed was de- 
voted to the methods of rating attributes 
so that growth of children over a period 
of time may be evaluated. Children 
grouped according to the relative ratings 
of attributes on a five-point scale can be 
studied for a long period of time. 

In the latter part of the paper a 
method was proposed for assembly of 
observations for a period of time in the 
long-term study of growth at Harvard. 
For analysis of longitudinal observations 
of growth, the authors found that the 
volumetric growth determined by meas- 
ures of all three tissues (subcutaneous, 
muscle, and bone) of the lower leg was 
very nearly linear. Constants obtained 
by fitting straight lines by the method 
of least squares may be used in distin- 
guishing between the growth patterns of 
different individuals. The accuracy of 
the individual measurements is being 
studied and in the case of muscle and 
bone the constants of the trend line are 


believed to contain all of the essential 
information. 

If this proposed method of fitting 
straight lines to the volumetric measures 
of tissues obtained over a period of time 
proves satisfactory, a method of combin- 
ing these observations of children can 
be developed whereby the relationships 
of illness and disabling conditions to 
growth patterns can be determined. 

For discussion of the value of this 
method I wish to ask Dr. Stuart or Dr. 
Reed the following questions: 


1. For what age spans and/or intervals in 
years is growth linear so that a straight 
line is satisfactory? 

. How have you combined the data for in- 
dividual children so that the material can 
be evaluated for a time period? 

.Have you used results either from the 
ratings of attributes or from the meas- 
ures of tissues for calculation of illness 
rates and incidence rates of mental, emo- 
tional, or other conditions? 


ht 
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Since the effect of the growth pattern 
on health is a primary objective and we 
are discussing the methods of evaluating 
such long-term data, study of incidence 
rates of illness and other conditions con- 
sidering the growth pattern would be 
most revealing. No doubt the analysis 
has not progressed to this point or the 
authors would have provided us with 
results. However, for studies of growth 
in relation to health, these considerations 
seem important. 

Matched Population Records in the 
Eastern Health District of Baltimore, 
Maryland.—Frequent censuses of the 
population with matching of the records 
was the method used in the Eastern 
Health District for obtaining the popu- 
lation base for long-term studies. It was 
recognized that the ideal plan would in- 
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volve an accounting of all individuals 
and households in the nature of a con- 
tinuous register. Unfortunately this 
ideal pian has not been tried. A good 
demonstration of a long-term study of 
the development of disease in an entire 
population group (preferably a small 
one) kept under close observation is 
needed. 

In the Eastern Health District, stud- 
ies are made of the experience of indi- 
viduals known from the census records 
or the cases are checked against the mas- 
ter index so that the population data can 
be utilized. Fig. 15 has shown us how 
cases are related to the population. The 
small number of cases not located in 
the population (the new arrivals) was 
excluded. The population records have 
been used for drawing a random sample 
to serve as a control in studying the in- 
cidence or prevalence of a disease in a 
particular group. There is no doubt that 
population data from frequent censuses 
as used in the Eastern Health District 
provide an excellent base for many dif- 
ferent types of studies. As an extension 
from their experience, it seems logical 
that other studies should make greater 
use of census data and the census 
method. 

There are several questions I should 
like to ask Dr. Fales for the sake of 
future studies. 


1. If you and Dr. Reed were planning for a 
long-term study of the epidemiology of 
disease at this time, on the basis of 20 
years of experience with frequent censuses, 
would you make the decision made 20 
years ago? 

.Do you feel that greater use of census 
data for studies of the epidemiology of 
disease should be made in other areas? 

. You have mentioned briefly the 5-year 
morbidity study conducted by Downes 
and Collins with records of 2,000 families 
For the benefit of this group can you give 
us recommendations from that study to 
incorporate in our discussion of methods 
in longitudinal studies? For instance, how 
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large should a group be, was monthly 
visiting necessary, was the period long 
enough ? 
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Recent Long-Term Morbidity Studies 
in Hagerstown, Maryland.—A tremen- 
dous amount of material has been col- 
lected in the Hagerstown studies from 
which outstanding contributions to the 
methods of lonz-term studies have been 
made. 

The following four methodological 
problems have been stressed. 


1. Validity of reporting. The use of multiple 
screening examinations and symptom 
check lists was suggested as means of im- 
proving the quality of the data. 

. Changing the informant. It is believed 
that this difficulty can be overcome by 
frequent visits and contact with all or 
nearly all members of the families— 
especially those with illnesses. 

Loss of the original population. A long- 
term study can be designed so that the 
population can change. Account has to 
be taken of these changes in the popula- 
tion base—the person-years. 

.Interval between observations. This 
interval should be short enough so that 
the time of onset of an illness or disa- 
bility may be obtained. In the 5-year 
study in the Eastern Health District, 
monthly visiting was scheduled. In our 
study of tuberculosis in Williamson County 
every household must be checked yearly 
for changes in composition in addition to 
yearly examinations of all persons and 
more frequent examinations of cases and 
suspected cases. 
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The authors stress the fact that these 
problems may be avoided by setting up 
studies which are initially designed as 
long-term studies in nature. This seems 
to me to be a most important point. In- 
vestigators are continually trying to go 
back into records and learn something 
for which the records were not designed, 
often in terms of life experience. This 
is not sound planning. Long-term studies 
need to be carefully designed in advance 
of the collection of data. 


PRINCIPLES IN LONG-TERM STUDIES 
From the experience of those partici- 
pating in the discussion today, it seems 
to me that we ought to develop some 
principles for the guidance of those who 
may refer to the report of this confer- 
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ence. Several points will be listed, others 
may be added from the discussion which 
is to follow. 


1. 
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The study would be initially designed as 
long-term in nature. It would not be 
retrospective because of the deficiencies 
usually found in data for the past. 


.The objectives of the study should be 


clearly stated and the means of fulfilling 
those objectives developed as part of the 
original planning. This includes con- 
sideration of the size of the group and the 
period of time necessary for conclusive 
results. 


. The population group to be followed may 


be one of the following: 

(a) An entire population group; 

(b) A sample of a population; 

(c) Households or families selected be- 
cause of a given case of a disease 
(such as an index case with tubercu- 
losis, rheumatic fever, or cancer) ; 
A group of persons with a specific 
disease or condition placed under ob- 
servation for long-term study (such 
as cases of cancer, heart disease, tu- 
berculosis, etc.). 

All available diagnostic means such as 
multiphasic testing, symptom check lists, 
and other examinations should be utilized 
to ensure validity of the data and signifi- 
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cance of the results for a period of time. 


. Frequent observations of the group being 


followed should be planned. Records 
should be designed with spaces for check- 
ing the status of each person included in 
the group at specified intervals. 


.Current analyses of the material being 


collected in long-term’ studies seem 
essential to me. Collection of data in the 
hope of its eventual usefulness is not sound 
planning. Analyses are useful in guiding 
the program. 


. The type of analysis has been mentioned 


only incidentally in the discussion. Per- 
haps it is accepted that incidence rates 
are to be calculated by dividing the new 
cases of a given disease or condition by 
the person-years of observation, taking 
into account the time period of observa- 
tion of each member of the group. How- 
ever, the fact that the population base 
changes and the initial population cannot 
be used needs emphasis. The adaptation 
of life-table technique as developed by 
Frost needs to be understood by those 
undertaking long-term studies for calcu- 
lating attack and death rates. For analy- 
sis of the life experience of a group of 
cases another adaptation of life-table 
technique, that is, calculation of the proba- 
bility of death and survival, is suitable 
for certain studies. 


& 
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E. GURNEY CLARK, M.D. 


Professor of Epidemiology, School of Public Health of the Faculty of Medicine, 
Columbia University, New York, N. Y. 


_ first paper offers an ingenious 
method of measurement which may 
be applicable to studies of growth and 
development and it also presents methods 
of rating both “normal” and “ abnor- 
mal” human attributes. Yet, insofar as 
the presented data are concerned the 
title is somewhat misleading. The au- 
thors are no doubt prepared to expand 
the discussion to include the title’s infer- 
ence and the implications of the first two 
paragraphs relative to health and to the 
influence of health and environment 
upon growth and development. 

It will be interesting to learn more of 
the meaning of environment as used here 
and also whether ratings similar to those 
for normal attributes have been worked 
out for environment and for health in 
order to make comparisons with the 
growth variables. 

Such a scale for health is most difficult 
to construct since everyone will have 
health of one kind or another and since 
health is an entirely relative state. The 
authors’ five-point scale for so-called 
normal attributes does not actually at- 
tempt to define the limits of normal, nor 
does it set up normal standards; yet 
there is some doubt that the same scale 
can be applied to health. There is, how- 
ever, an indefinite arbitrary line or band 
between the more or less accepted limits 
of the normal and the abnormal—the 
so-called margins of safety, limit of tol- 
erance, borderline of disease, etc. If dis- 
eases were static entities rather than 
processes, these limits could be defined 
more easily. But disease is a process, 
and unfortunately it must be admitted 
that it cannot be accurately defined. The 
so-called “ textbook pictures” of disease 
are in reality not fixed and rigid entities 


as the descriptions would lead to believe. 
The so-called classical descriptions of 
disease are complex processes that have 
certain features in common which per- 
mit them to be grouped for convenience. 
We may be left, therefore, with the fact 
that these relative terms, health and dis- 
ease, should be used more for conven- 
ience than for scientific accuracy. 

With respect to the scale used for rat- 
ing development, it is not clear why the 
1 to 5 scale used for normal attributes 
cannot also be used for such attributes 
as pubic hair. This is normal except when 
it appears too early or too late or when 
a male develops female distribution or 
vice versa. It is clear why pronation of 
feet should be rated 0 to 3, etc., but 
the question arises as to whether this 
constitutes part of the scale of health or 
fitness. 

Finally, there are some simple ques- 
tions relative to measurement of the 
lower leg: Which leg is used? What is 
done when there is disease atrophy of 
the “ index leg” or deformity of bone? 
What are the effects of temperature, salt 
intake and fluid balance on the measure- 
ments? 

The matched population records of 
the Eastern Health District of Baltimore 
afford a unique opportunity for long- 
term population studies. As pointed out 
by Dr. Fales, a large series of special 
studies of disease in this population has 
been made. The question immediately 
arises, however, as to the practical ap- 
plication of these studies for general use 
elsewhere. The population records have 
provided denominators for numerous 
studies relating to this particular popula- 
tion. They have furnished “ work shop ” 
material in epidemiologic and statistical 
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methods for numerous students. They 
have been responsible for the develop- 
ment of methods of measurement of one 
kind or another and have produced meth- 
ods for use in long-term studies. An es- 
timate of how many such generally ap- 
plicable methods have been produced 
and some statement as to how widely 
they have been used would be of con- 
siderable interest to this group. I can 
cite at least two procedures for general 
use that have risen as a result of these 
studies, both relating to the trend of 
syphilis: (1) syphilis in parturient 
women as an index of trend of syphilis 
in a community, and (2) syphilis of all 
stages in young adults as a similar index 
of trend. Perhaps Dr. Fales or others 
might care to elaborate upon the point 
of general application of the methods 
derived from the Eastern Health Dis- 
trict studies. Does the experience there 
indicate the need of similar study areas 
elsewhere? 

One of the most serious difficulties in 
long-term studies, retrospective and pro- 
spective, is that of identification of in- 
dividuals from one time period to an- 
other. Have the Eastern Health District 
studies contributed to methodology relat- 
ing to this problem of identification? 

A final question: What is the attitude 
of this “captive” population and what 
effect does this attitude have on the 
studies themselves? 

Using the Hagerstown studies as a 
point of departure, Lawrence and Tib- 
bitts have identified and thoughtfully 
commented upon several problems and 
numerous potentialities of long-term 
studies. There is a puzzling statement 
under the section on Method—Validity 
of Reporting: “A surprising and thus 
far unexplained finding of the compara- 
tive data is that 60 percent of the sur- 
viving persons reported as having chronic 
conditions in 1921 were reported as hav- 
ing no illness in 1943.” Having said 
this, the authors in the following para- 
graphs adequately explain this fact. Fur- 
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thermore, it appears that such a finding 
would not be so surprising under the cir- 
cumstances of this 20-year study as 
described. 

At this point it seems that a word of 
caution should be registered relative to 
the use of data obtained from such proj- 
ects as the multiple screening examina- 
tion or other similar service projects. 
They are set up primarily for service, 
the examinations are superficial, not di- 
agnostic, and speed is the watchword. 
Great care should be exercised in the 
interpretation of quantitative data from 
these services. 

The problem of the decline in popu- 
lation cohorts from year to year is a 
most critical one. What to do with cases 
lost by migration, death, or other rea- 
sons is of particular concern in thera- 
peutic studies and in those studies re- 
lating to the risk of developing disease 
under one condition or other. This con- 
ference should explore this point care- 
fully and set forth some guiding recom- 
mendations for use in other public health 
studies. 

Is it possible to set up any per- 
missible percentage of cases which may 
be lost without jeopardizing a study? 
Should these lost cases be dropped al- 
together, or dropped at the end of the 
last completed interval, or dropped mid- 
way of the next interval, or counted as 
both success and failure during the lost 
interval? This problem has been of par- 
ticular importance in recent studies of 
penicillin-treated syphilitics. In spite of 
adequate reports to the contrary, most 
medical reporters in this field disregard 
lost cases altogether and base analyses 
upon the event observed in those fol- 
lowed for certain periods of time. An- 
other poirt in this regard concerns re- 
turned casc_. Does it matter whether or 
not returned cases are related to the 
event? 

The problem of the interval between 
observations in long-term studies is an- 
other most important one. Very fre- 
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quently all we know is that the event 
we are interested in had not occurred at 
one known time and that it had occurred 
at another known time. What are the 
means available to obtain a close esti- 
mate of the actual time of occurrence 
during the unknown period? 

Judging from the question posed in 
the portion of the Lawrence-Tibbitts 
paper devoted to the promise of longi- 
tudinal studies, it appears that long-term 
studies are “ here to stay.” In this short 
section alone there is complete justifica- 
tion for the present meeting. The three 


broad topics offered are indeed pertinent 
and point up the great number of un- 
knowns in this field which offer a great 
challenge to us. Whether or not these 
questions can be answered with present 
methods should be discussed at length 
by this group. 

We are left with many questions 
which lead to the old cliché, “ There are 
many more questions than answers,” but 
let us hope that after today, and the 
studies stimulated by these present dis- 
cussions, this unfortunate gap will be 
considerably narrowed. 
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JOINT SESSION FOR PUBLIC HEALTH, NURSING AND HOSPITAL 
ADMINISTRATION: COORDINATION OF SERVICE FOR GOOD MATER- 


NITY CARE 


Chairman: Rosin C. Buerk1, M.D., Director of Hospitals, University of Penn- 


sylvania, Philadelphia, Pa. 


Practical Aspects of Codrdinating 
Maternity Care: The Role 
of Health Departments 


JOHN WHITRIDGE, Jr., M.D. 
Maryland State Department of Health, Baltimore, Md. 


N discussing codrdination of maternity 

care and the role which health de- 
partments can play in accomplishing it, 
there are several general considerations 
which should be mentioned briefly before 
turning to any of the details. First of 
all, we seem to have an unfortunate 
tendency to use such terms as “coOpera- 
tion,” “codrdination,” “integration,” and 
“overall concept” without giving a 
clearly understandable picture of what 
we are talking about. Often I wonder 
whether perhaps these terms are not 
being used to cover up lack of detailed 
knowledge. Accordingly, the basic pur- 
pose of my remarks today is to attempt 
to set forth some specific methods by 
which the word “coédrdination” can be 
made a reality. 

A second general consideration is the 
value of establishing personal contact 
between individuals concerned in attain- 
ing “codrdination.” Taking the time 
and trouble to sit down and hear the 
other fellow’s problems and point of 
view is important. Much of what fol- 
lows is based upon the belief that the 
establishment of personal contacts is not 
only important but vital to the type oi 
thing we are discussing. 


Third, I should like to stress that the 
philosophy of health department activity 
in this field should not be on the basis 
of coercion, but of rendering advice and 
education, that is, not to force but to 
lead. 

Today the average health department, 
particularly on the state or city level, 
is in a peculiarly favorable position to 
act as a coordinating agency. The 
everyday activities of health department 
personnel bring them into contact with 
an extremely wide variety of problems 
and people. In the morning a given 
health department worker may be con- 
cerned with a problem relating to a large 
teaching hospital. At noon he or she 
may be discussing mutual interests with 
a practising physician, and by 3:00 
o’clock may be making a home visit 
with public health nurses in some remote 
community. As a result, such an indi- 
vidual acquires a reasonably accurate 
bird’s-eye view of the problems, interests, 
and responsibilities of almost everyone 
concerned in any system of medical care. 

With the foregoing as general back- 
ground, let us turn now to a considera- 
tion of some of the practical steps by 
which health departments can promote 
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better professional care for maternity 
patients. 

A logical starting point is that of 
bringing the large medical center into 
closer contact with patients and prac- 
tising physicians. Too often, public 
health agencies and large hospitals work 
in the same community almost unknown 
to one another. Large teaching centers 
naturally concentrate on research, the 
instruction of students and house staff, 
and the care of such patients as happen 
to find their way within their doors. 
Often there is little comprehension on 
the hospital’s part of the community 
health problems with which the health 
department is struggling. In turn, the 
health department is equally unaware 
of the problems facing the hospital. 

The first step in obliterating this gap 
can be for a health department repre- 
sentative with the background for a full 
appreciation of the situation to approach 
the chief of the obstetrical department 
with a definite proposal for joint partici- 
pation in a community-wide maternity 
program. The proposal could be as fol- 
lows: Will the hospital obstetrical serv- 
ice be willing to accept a specified num- 
ber of patients for care each year? Will 
the hospital give a qualified member of 
the health department staff access to the 
records of such patients and permission 
to visit them while they are in the hos- 
pital and to talk over various aspects of 
their care with the hospital staff? It can 
be pointed out that, if these patients are 
properly selected and accompanied by 
accurate records, they will form a valu- 
able source of teaching material. This 
fact will undoubtedly appeal to the de- 
partment head, since the scope of his 
teaching program depends on obtaining 
a wide variety of pathological conditions. 
In any event, there is no reason why, 
with a minimum of discussion and ar- 
rangements, a workable scheme cannot 
be evolved. 

Arranging to have certain qualified 
and interested individuals hold positions 
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concurrently on both the health depart- 
ment and hospital staffs will strengthen 
the plan and result in such persons no 
longer being outsiders to either depart- 
ment. They will be in a position to 
understand intimately the basic prob- 
lems on both sides of the fence. Per- 
sonal contacts are established which 
greatly facilitate smoothing out inevi- 
table administrative difficulties. An ar- 
rangement of this type between the State 
Department of Health and one of the 
large teaching hospitals in Baltimore has 
been used successfully in Maryland for 
several years. It has enabled the 
health department to obtain expert 
obstetrical care for its patients and at 
the same time has furnished the hospital 
with a valuable source of complicated 
obstetrical material. Supplementing 
the plan has been the fact that the 
obstetrical consultant to the health de- 
partment has at the same time held a 
position on the staff of the teaching 
hospital. 

Our next approach should be directed 
toward the practising physician. Physi- 
cians, particularly in rural areas, have 
probably found their dealings with large 
medical centers impersonal and unsatis- 
factory. Too often they have difficulty 
arranging to have their patients accepted. 
Once admitted, such patients often are 
“lost” so far as the physician is con- 
cerned. The whole experience is apt 
to be frustrating and unpleasant. In 
this realm lies another golden oppor- 
tunity for health departments. The plan 
proposed by the health department 
should include the admission of selected 
private patients of individual physicians. 
Provisions for seeing that the physician 
receives a complete report of diagnosis, 
treatment, and recommendations con- 
cerning his patients and that the patient 
is properly returned to him for further 
care must be included. 

An ideal person to perform this func- 
tion would be one of the previously men- 
tioned individuals belonging to both the 
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hospital and health department staff. 
The amount of time required is small 
and the rewards are great. This rela- 
tively simple arrangement does more 
than hours of conversation or pages of 
written intentions to promote solid cor- 
dial relations between practising physi- 
cian, medical center, and health depart- 
ment. It provides a daily example of 
codperation and service. 

There are additional ways to bring 
the physician and hospital together. 
Opportunity to attend hospital staff con- 
ferences, ward rounds, etc., can be 
arranged for the practitioner. When this 
is done, care should be taken to see that 
the physician is met upon his arrival at 
the hospital and introduced te the mem- 
bers of the hospital staff, instead of be- 
ing left to wander around alone like a 
lost soul. He will be particularly inter- 
ested in attending conferences concern- 
ing his own patients. This is informal 
postgraduate instruction in a_ highly 
effective form and preferable to formal 
lecture courses. The visiting physician, 
in addition to increasing his professional 
knowledge, finds that the hospital staff 
is actually made up of human beings 
after all, and not of horrible ogres who 
delight in saying, “Sorry, we haven’t an 
empty bed.” The hospital staff, in turn, 
learns much of the problems of physi- 
cians, particularly those from remote 
rural areas. 

Another part of such a plan which 
works to advantage is to arrange to send 
senior or house staff obstetricians from 
large hospitals out into rural areas. The 
specialist takes with him his knowledge 
and experience, and at the same time 
he gains valuable insight into the many 
deficiencies existing in small communi- 
ties. This latter point can hardly be 
overemphasized because one gains an 
entirely false concept of the practice of 
medicine in general and obstetrics in 
particular if one’s entire experience is 
limited to the four walls of a large 
medical center. 


For many areas, teaching centers are 
lacking or are too remotely situated to 
be of practical benefit. Our next con- 
cern, therefore, is with the smaller non- 
teaching hospital. This is often more 
difficult than the larger hospital, since 
facilities are frequently limited and the 
staff of the hospital may lack someone 
with adequate obstetrical knowledge. 
Step one is to determine what physician 
or physicians have a primary interest in 
obstetrics. He can be approached with 
a proposal that he furnish delivery care 
for health department patients. The 
proposition can be made attractive to 
him by offering to help with improving 
obstetrical facilities in the local hospital. 
The delivery room setup can be im- 
proved, advice on nursing technique and 
procedures obtained from the health de- 
partment nursing staff, and facilities for 
blood transfusion and emergency con- 
sultation established. 

Of particular value to the practitioner 
would be the presence of an adequately 
trained anesthetist and an adequate 
delivery room nursing staff. An attempt 
should be made to remove the physician 
from the unfortunate situation which 
exists too frequently, in which he is 
forced to carry out difficult obstetrical 
maneuvers without even a scrub nurse 
and with the anesthesia being given by 
an inexperienced person. He would cer- 
tainly not be expected to undertake a 
major surgical procedure under such cir- 
cumstances, and certainly major obstet- 
rical procedures are no different. Soon 
it becomes clear to the physician that in 
return for devoting a small percentage of 
his time to indigent patients he is acquir- 
ing better facilities for the care of his 
own private patients. 

An alternate method, and perhaps a 
preferable one, is for the health depart- 
ment to encourage qualified young ob- 
stetricians to settle in the smaller com- 
munities. In many instances, what keeps 
a young obstetrician from settling in a 
rural area is the fact that he has been 
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trained to have certain tools at his dis- 
posal. Among these are facilities for 
blood transfusion, x-ray pelvimetry, ade- 
quate nursing coverage, and the like. 
When these are lacking, he is apt to 
throw up his hands in horror and decide 
on a larger community with better hos- 
pitals. The health department can take 
a definite lead in pointing out the 
necessity for such adjuncts of maternity 
care and helping in their procurement. 
Once obtained, they open the way to 
drawing qualified obstetricians into the 
smaller communities. 

A health department maternity pro- 
gram today must include the considera- 
tions described above if it is to meet the 
challenge presented. On the other hand, 
the example set by a well thought out, 
efficient system of prenatal clinics cannot 
be overlooked. The educational impact 
of such clinics can be profound, both 
on the patients and on local physicians. 
When health department clinics take the 
lead in such procedures as x-ray pelvi- 
metry, routine chest films during preg- 
nancy, routine Rh typing, and complete 
periodic examinations, they establish a 
standard of community care which 
sooner or later the local physicians must 
follow. Seeing that the local medical 
societies are kept informed concerning 
health department policies and facilities 
increases the scope of the program. By 
making available health department 
facilities to private patients, the value 
of prenatal clinics is greatly increased. 
Health department clinics can be de- 
veloped into consultation centers and 
thus become an _ additional avenue 
through which an ever increasing num- 
ber of patients can be served. 

In fact, proving the value of con- 
sultation service seems to me to fall 
within the province of health department 
activities. There is a strange reluctance 
on the part of private physicians, par- 
ticularly in smaller communities, to avail 
themselves of advice from their con- 
freres. Whatever the reason, the fact 
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remains that this unwillingness to 
accept consultation is a barrier to better 
obstetrical practice and is something that 
must be eliminated. Health depart- 
ments, with their far-reaching facilities, 
should undertake to furnish as much 
consultation service to physicians as 
possible. Acceptance of such service, 
however, cannot be forced upon physi- 
cians and will undoubtedly be slow and 
gradual. 

There remain a number of important 
parts of a community maternity pro- 
gram still to be discussed. There is the 
matter of supervision and control of mid- 
wives. In many areas of this country, 
the midwife is a fast disappearing com- 
modity. None the less, such midwives 
as do remain must be kept abreast of 
current obstetrical technique, and _ this 
task logically falls to the lot of health 
departments. Here is one instance in 
which, in my opinion, a certain amount 
of force becomes necessary. The health 
department should undertake to obtain, 
if it does not already have it, the legal 
right to license, examine, inspect, and 
supervise the activities of midwives. 
Specific regulations should include one 
that midwives may accept for care only 
such patients as have been determined 
by a physician to be entirely normal. 
They should not be allowed to perform 
anything but the simplest normal ob- 
stetrical procedures. Under a supervised 
regime, the results to mother and child 
in the hands of the midwife should be 
excellent, provided adequate professional 
consultation is available in emergencies. 

Always in the background when one 
is dealing with indigent patients is the 
shadow of finances. If sound relations 
have been established between health de- 
partment and hospitals, some scheme can 
be evolved to suit each individual eco- 
nomic problem. Through funds avail- 
able to the hospitals, health departments, 
welfare agencies, volunteer sources, or 
insurance plans, plus what the patients 
themselves can contribute, some satis- 
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factory financial plan should be avail- 
able. Finding the solution to financial 
problems may take considerable tact 
and effort on the part of some member 
of the health department staff. 

Recent years have seen a tremendous 
growth in the scope of activities of most 
health departments. The task of main- 
taining liaison between the various sub- 
divisions of a large health department 
is beginning to assume considerable 
magnitude. The health department 
division responsible for the maternity 
prugram must keep in close contact with 
the nursing staff, the nutritionists, the 
laboratory division, medical social 
workers, and all other departments that 
help so much toward making a co6rdi- 
nated effort possible. To this end, fre- 
quent informal conferences to discuss 
mutual spheres of interest should not 
be difficult to arrange. 

Medical schools, by and large, have 
done little toward interesting medical 
students and young doctors in problems 
such as we have been discussing. Health 
departments can help to correct this de- 
ficiency by furnishing medical students 
and members of hospital house staffs 
with an opportunity to see something of 
the practice of medicine outside of our 
larger centers of learning. All that is 
needed is one or more individuals with 
the time and interest to arrange a sched- 
ule of informal field trips. Such activi- 
ties for students would seem to me to be 
good insurance for the future of health 
departments’ and medicine in this 
country: We need a generation of young 
doctors interested in this phase of medi- 
cine. If properly indoctrinated, they 
may do much toward correcting the 
maldistribution of physicians existing 
today. 

Many communities have established 


maternal mortality committees. In 
those areas lacking such a committee, 
health departments have an opportunity 
to render a great service by stimulating 
their formation. The establishment of 
a maternal mortality committee is not 
difficult and simply requires initiation. 

In summary, I have tried to indicate 
that there are certain practical steps 
which can be taken by health depart- 
ments today to produce a real and work- 
ing codrdination in maternity care. The 
real basis for establishing such codrdina- 
tion is the presence of one or more indi- 
viduals with the proper background and 
with sufficient time and interest to see 
that personal contacts are established 
and that the little things that mean so 
much are not neglected. The horizon of 
health department participation in a 
community maternity program extends 
far beyond the mere establishment of a 
prenatal clinic system and home visiting 
nursing service. We must include hos- 
pitals of all types, the practising physi- 
cian and his private patients, the 
acceptance of consultation service, more 
intimate relations between teaching 
hospitals and smaller hospitals, the 
addition of informal personalized post- 
graduate education, and an attempt to 
interest medical students and young 
physicians in these problems. With the 
realization that this is the minimum for 
a maternity program worthy to be called 
such will come a vast improvement in 
the standards of maternity care every- 
where. And finally, I should like to add 
what is undoubtedly obvious to all of 
you, that there is no need to assume 
that this approach should be limited to 
maternity work only. On the contrary, 
the pattern would seem to be equally 
applicable to all of the many subdivisions 
of medical care. 
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Coérdinating Maternity Care: The 
Role of Nursing 


HANNAH D. MITCHELL, R.N. 


Assistant Director, Division of Maternal and Child Health, Georgia State 
Department of Health, Atlanta, Ga. 


Pt BLIC health nursing for several 
years tended to separate itself from 
its alma mater, the hospital, and from 
voluntary nursing agencies. Recently 
there has begun not only a decided swing 
in reverse, but there has come the reali- 
zation that the department of public 
health—of which nursing is a part—can 
be a codrdinating agency. Particularly 
is this true for better maternity care. 
Public health nursing is now being 
integrated into the basic curriculum of 
the hospital nursing school. Public 
health nurses are working with the nurse 
in the maternity wards and outpatient 
departments to tie in the home and com- 
munity with the hospital, and public 
health consultants are helping the hos- 
pital solve its obstetrical problems. 
This integration will mean that patients, 
particularly prenatal patients, will be 
viewed as family and community mem- 
bers—socially, emotionally, and _physi- 
cally—rather than simply as a gravid 
uterus walking around on two legs. 
What has public health done as a 
codrdinating agency with the voluntary 
agencies? A brief description of a joint 
public health and Red Cross program for 
teaching parents’ classes shows how 
codperation enabled both agencies to 
reach many more persons than either 
could have reached alone. In an area of 
rural and industrial population, with 
limited hospital and medical services, the 
Red Cross Chapters were geared only 
for wartime work and occasional partici- 
pation in special community endeavors. 


Groups were not being reached by public 
health because of the feeling that public 
health services were only for the colored 
and the indigent. Recognition of the 
problems by both groups was the first 
step toward solving them. After this 
recognition and the decision to work 
together to solve it, operations pro- 
ceeded quickly. A detailed preplanning 
was done at the state level by the two 
agencies; organization for a nurses’ 
workshop and the parents’ classes on a 
regional level by both agencies. The 
actual giving of the classes by the public 
health nurse was carried out with the 
full codperation and active support of 
her local Red Cross Chapter. 

The workshop for the nurses lasted a 
week. State, regional, and county 
nurses from both agencies sat down 
together with Unit II Red Cross Mother 
and Baby Care and Family Health as 
a guide, and planned for their classes on 
a ‘focal level. Immediately afterward, 
each public health nurse began teaching 
a group in her community and after one 
series of classes had been completed, an 
evaluation was made by the regional and 
state staff of both agencies. There is 
no way to measure entirely the results 
of this harmonious working together of 
personnel, but Red Cross C hapter organ- 
ization and public health community 
interest were strengthened to such a 
degree that in another area of that same 
state plans are being made to continue 
the joint program this fall. 

In many southern states, as the num- 
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ber of babies delivered continues to 
increase, the personnel to do the deliver- 
ies diminishes. The untrained midwife 
is not only decreasing, but she is a much 
older person, with tottering legs, shaking 
hands, poor eyesight, and defective hear- 
ing. A study made in one state this year 
showed that of its 1,500 midwives, 1,000 
of them are from 50 to 70 years of age, 
almost 300 are over 70, and only 216 are 
less than 50 years old. The doctors of 
that area, for socio-economic reasons 
and because of greater opportunities for 
specialization in cities, are congregating 
more and more in urban areas. That 
particular state will face an obstetrical 
crisis within the next fifteen years unless 
preventive measures are taken to fill the 
“obstetrical gap.” That is, until an ade- 
quate number of doctors can be provided 
to care for the prospective mothers and 
babies. 

It is in anticipation of this probable 
crisis that two county demonstrations 
using nurse-midwives have been set up 
to test the effectiveness of having nurse- 
midwives on the county health depart- 
ment staff to do deliveries. To obtain 
the best blueprint for future work, one 
experiment was set up to make deliveries 
in the local county hospital, the other 
delivers the woman at home. 


1. The doctors like the service in both 
counties. 

2. The number of deliveries by local un- 
trained midwives is decreasing. 

3. There is no antagonism between the 
nurse-midwife and the local midwife. 

4. With the nurse-midwife service con- 
nected with the county hospital, the number 
of deliveries in the hospital increased over 
previous years. 

5. There have been earlier registrations in 
pregnancy. In 1945, before the services began, 
53 per cent registered before the seventh 
month. In 1948, 62 per cent registered earlier 
than the seventh month. 

6. The average number of clinic visits per 
prenatal has increased from 3.54 in 1946 to 
7.24 in 1948. 


Both demonstrations have given “cus- 
tomer satisfaction,’’ since women in each 
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area are now having their second and 
third babies delivered by the nurse-mid- 
wife. The first delivery in one county 
was the daughter of one of the local 
midwives. 

Perhaps some of the reasons the local 
midwives are not antagonistic are that 
they are not “undersold.” Actually, they 
feel more secure about their own pa- 
tients, since the nurse-midwife helps 
with the prenatal care of the local mid- 
wife’s patients in the maternity clinics. 
The nurse-midwife collects the same fee 
that the untrained midwife charges. In 
the hospital type of delivery, this pays 
for three days of hospitalization, with 
the only additional charge $1.50-$2.50 
for ambulance transportation. In the 
home type of delivery, the fee is turned 
in to the county treasury, where it is 
used in the event of hospitalization. 

The private physicians are receiving 
service in the hospital type of delivery, 
since a. nurse-midwife attends his 
patients in labor and assists him during 
the delivery. This gives the physician 
more hours in the office, at home, or in 
sleep. He in turn gives his consultation 
and services free in the event something 
abnormal occurs during the labor or 
delivery of a nurse-midwife patient. In 
one instance, a patient with a Caesarean 
had the free services of three physicians 
and additional free days at the hospital. 

The nurse-midwife works under stand- 
ing orders approved by the state and 
local medical societies, and is under the 
supervision of her county health officer 
and supervising public health nurse. 

The final authorization as to whether 
a patient is in sufficient physical fitness 
or of insufficient economic status to use 
the services of the nurse-midwife rests 
with the family physician, although the 
welfare agency in one county investi- 
gates and reports the economic standing. 

The hospital nurse-midwife delivery 
service illustrates particularly well a 
gain in maternity care through codrdina- 
tion, since the private physician, hos- 
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pital staff, public health staff, welfare 
agency, and local midwives work to- 
gether to give better hospital maternal 
care for the less economically favored 
mother. 

These two examples of parents’ classes 
and nurse-midwife service codperation 


Nov., 1951 


show pioneering in a new venture, with 
the department of public health as the 
codrdinating agency. They are but little 
past the birthing process. We do not 
say they are the answers. We do strive 
for better codrdinated maternity care 
for our prospective mothers. 


Coérdinating Maternity Care: The 
Role of Nutrition 


MIRIAM E. LOWENBERG, Pu.D. 
Nutritional Supervisor, Rochester Child Health Institute, Rochester, Minn. 


ESEARCH studies of the past 

decade have demonstrated that the 
nutrition of the pregnant woman is of 
primary importance. The Oriental con- 
cept that the baby is already nine 
months old at birth must be taken 
seriously when we consider the effects 
of nutrition on the human organism. 

A lea.ter in the field of nutrition edu- 
cation research recently said, “Nutrition 
education is the retail end of nutrition 
research.” It is of vital importance for 
all who are interested in the health of 
the baby and his mother, therefore, to 
consider the ways and means whereby 
scientific knowledge can be translated 
into plans for action. 

In a program of maternity care, 
nutritionists and nurses work as mem- 
bers of a team with the obstetrician. I 
should like, therefore, to speak about 
functions of the nutritionist as a member 
of this team. 

What specific help can the trained nu- 
tritionist offer? 


1.The nutritionist, because she is trained in 
a specific field, has the opportunity of sup- 
plementing the knowledge of the physician 
and the nurse. Members of these profes- 
sions, who must be aware of all the recent 
research in their own field, usually do not 
have the time to keep up with all the newer 
findings in nutrition. In addition, the 
scientific journals which the physician and 
nurse read do not present many of the 
research studies which may have real bear- 
ing on proper feeding. For instance, many 
articles on the loss of nutrients during the 
cookery processes are carried in journals 
on food and nutrition. 

2.A nutritionist is trained not only in the 


science of nutrition: she must also under- 
stand how to plan and prepare meals. She 
may offer a program of maternity care of 
definite help in this area. More frequently 
than not, the woman who must change her 
mode of eating needs specific help in how 
to keep the protein, minerals, and vitamins 
high while she is reducing the calories in 
her diet. We have found in our own pro- 
gram that the help which we furnish in 
giving the women specific directions on how 
to plan their meals and how to prepare their 
foods often represents the most vital part 
of the diet instructions. 


It cannot be too strongly emphasized 
that people drink milk and eat meat, 
vegetables, and fruits. Only as we 
translate the terms calories, protein, cal- 
cium, etc., into terms of actual foods 
to be eaten do we make nutrition knowl- 
edge functional. This the nutritionist, 
by training and experience, is able to do. 

What problems do nutritionists in- 
terested in prenatal diet face? 

First: The nutritional problems of 
pregnancy are superimposed upon cul- 
tural and family food patterns. In 
addition, the economic situation of the 
family, food prejudices, food likes and 
dislikes further complicate the problem. 

Second: Consideration must also be 
given to the fact that in the usual course 
of events, when the physician first sees 
the woman, she has often passed through 
at least two or possibly three months of 
her pregnancy. Therefore, changes in 
diet, if there be need for change, must 
be made rapidly if they are to be effec- 
tive. 

Third: As yet we have inadequate 
knowledge of the effect of pregnancy on 
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hunger or appetite. There is great need 
for research studies in this area. 

Fourth: All of us who deal with preg- 
nant women are aware that their emo- 
ticnal reactions to food are highly 
colored by their reactions to the reality 
of being pregnant. 


PROGRAM PLANNING 

Well planned and well coordinated 
programs do not spring into being full 
blown. How then can a _ nutritionist 
show the need for her services in a co- 
ordinated program for maternity care? 

It has been well proved in many fields 
that a demonstration of need can best 
be presented by a survey of existing con- 
ditions. May I illustrate by telling you 
how this method was applied in a specific 
community? In 1946, when the com- 
munity nutrition program was being 
planned in Rochester, Minn., it soon be- 
came apparent that we did not really 
know what pregnant women in our com- 
munity were eating. During the early 
months of this program, a nutritionist 
conducted a diet survey on 162 preg- 
nant women. Pregnant women in this 
community receive their care either in a 
maternity clinic or as private patients of 
an obstetrician. Our survey group was 
divided so that 50 per cent of the cases 
would represent each of these groups. 

The results of this survey interested 
the obstetricians as well as the staff of 
the Public Health Department. We 
found: 


.That there was real need for a dietary 
service in the maternity care program. Only 
71 per cent of the women were taking ade- 
quate protein and only 26 per cent were 
taking as much as 400 units of vitamin D. 
The percentage of adequacy of the needed 
minerals and vitamins varied from 64 to 
39 per cent. 

.That approximately the same number of 
women who were patients of private physi- 
cians as those who were maternity clinic 
patients had inadequate diets. 

. That a smaller number of women whose 
husbands were in the professional or skilled 
trade classifications had adequate diets than 


tN 


Nov., 1951 
the women whose husbands were farmers 
or in the unskilled trades. There were, 
however, more poor diets in the lower 


socio-economic groups. We therefore found 

that although the adequacy of the income 

did affect the kind of diet, it did not insure 

the pregnant woman of having an ade- 

quate diet. 

With the impetus of seeing clearly that 
pregnant women in. Rochester needed 
more help in nutrition, we have set up 
a program. Since we fortunately had a 
public health officer and a supervisor 
of public health nurses who realized the 
importance of nutrition, the public 
hea'th department extremely 
anxious to add dietary supervision of the 
patients to its program of maternity 
care. One nutritionist, who was loaned 
by the Rochester Child Health Institute 
to this department for a part of her time, 
was asked to give consultation service. 


A COMMUNITY PROGRAM OF DIETARY 
SUPERVISION 

This nutritionist and the members of 
the staff of the public health department 
began experimenting with a program of 
inservice training of the public health 
nurses so that they could give the actual 
instructions in nutrition to the patients. 
A so-called diet team was organized. 
This team consisted of a public health 
nurse and a student dietitian from a 
local hospital training course. A nurse 
served on this diet team for a period of 
two to three months, giving two half 
days a week to this program. (Two 
maternity clinics per week are held by 
this health department.) 

As a nurse came new to this service, 
she first sat with the nutritionist or 
the supervisor of public health nursing, 
observing the instruction of the patient. 
Later the nurse took the leadership in 
conducting the diet interview and the 
nutritionist sat beside her to give her 
help or guidance as she needed it. When 
the nurse herself felt that she was ready 
to take on this duty alone she did so. 

A series of staff meetings were also 
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conducted by the nutritionists. In these 
the nurses discussed with the nutritionist 
their most pressing problems. 

Each new maternity patient visited 
the diet table at the time of her first 
visit to the clinic and as often thereafter 
as it was felt necessary to keep her on 
an adequate diet. Two years experience 
in critically evaluating this program re- 
vealed several weaknesses which obvi- 
ously needed correcting. These were: 

First: There was a tendency to place 
too much emphasis on weight control 
and not enough on the need for an ade- 
quate diet. 

Second: For some women, emotional 
tensions were increased because they 
were asked to see the diet team fre- 
quently. 

The public health nursing staff de- 
cided to try a diet class where the 
women could meet in groups. We all 
believe that in a group a woman may 
feel less tense because she learns at first 
hand that other women also have prob- 
lems. During a trial period of group 
instructions we learned several things: 


1.A special kind of skill is required to handle 
groups. A well trained public health nurse 
or a well trained nutritionist does not 
necessarily have this ability. It was decided 
that more training in the techniques of group 
methods than was possible at the moment 
was needed to hold successful group meet- 
ings. The plan of group meetings was 
therefore temporarily abandoned, although 
we intend to try to perfect this method 
and use it at a later stage. 

It was also felt that when a woman was 
with a number of people in such a situation 
she did not have the opportunity to talk out 
her individual problems with one person in 
whom she felt confidence. 


NR 


We are now trying a different type of 
dietary service in these maternity 
clinics. Each maternity patient at the 
time of her second visit to the clinic 
will be seen at the diet table. (She will 
then have had one visit to become 
oriented to the clinic services.) At this 
time, emphasis will be given to the neec 
for an adequate diet. At each subse- 


quent visit to the clinic, the regular in- 
terviewing nurse and not the diet nurse 
will follow through with further help in 
nutrition as the woman needs it. This 
plan, we hope, will place the emphasis 
on the need for an adequate diet and not 
undue emphasis on restriction of calo- 
ries. It will also give each woman the 
opportunity, after her first diet inter- 
view, to discuss her own personal prob- 
lems with one person alone. 

A new public health center in which 
there is a modern demonstration kitchen 
has recently been completed. At the 
present time, there are two nutritionists. 
These nutritionists are using this 
kitchen to give group demonstrations to 
maternity patients. Through these 
demonstrations, specific help can be 
given in menu planning and in food 
preparation. For instance, the woman 
who does not like to drink milk will see 
demonstrations and taste the products 
in which a dried milk powder is used in 
cocking. We also hope to hold group 
discussions where, over the informality 
of discussing the cooking of actual food; 
women may begin to discuss their own 
specific problems. 

May I emphasize that in working 
through all of this program the nutri- 
tionists have found the public health 
nurses very much interested in giving 
instructions in nutrition and fully capa- 
ble of doing this. Many nurses have 
expressed the idea to us that for the 
first time in their careers they really 
like nutrition. They have also said 
that this inservice training in the ma- 
ternity service has increased the 
efiectiveness of their nutrition teaching 
in other areas. There has always been 
a waiting list of nurses who have re- 
quested the opportunity to serve on the 
diet service. 

Nutrition in the Rochester-Olmsted 
County Health Department is now felt 
to be a joint responsibility cof the entire 
staff. We discuss our common problems 
quite openly and freely at tne public 
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health department staff meetings and 
seminars. The public health officer, the 
nurses, the mental hygiene consultant, 
the health educator, and social workers 
are as vitally interested in the activities 
of the new demonstration kitchens as 
are the nutritionists. We believe that 
nutrition is vastly stronger because it is 
the responsibility of a team. 

We expect that the activities of the 
demonstration kitchen will be used to 
illustrate graphically to the obstetricians, 
both on the staff and in training, the 
value of the nutritionist’s team in secur- 
ing an adequate diet during pregnancy. 

Another part of the program of nu- 
trition in maternity care in Rochester 
should be discussed. The obstetricians 
who see private patients in the Mayo 
Clinic, observing the help that nutri- 
tionists were able to give to maternity 
clinic patients, requested the services of 
a nutritionist. For the past two years, 
the nutritionists of the Rochester Child 
Health Institute have spent two half 
days a week in this service. Patients 
are referred to us directly by the 
obstetricians and are seen in the clinic. 
In all these interviews we try to find 
out what the woman is eating, how she 
feels about the diet we are hoping she 
will follow, and what her specific prob- 
lems are. We believe the most effective 
part of this program is the help we are 
able to give to these women in methods 
of preparation of foods and in menu 
planning. If a woman is instructed to 
follow a 2,000 or 1,800 calorie diet, for 
instance, we make a plan with her for 
the day’s diet, scheduling the foods 
needed at the time of day when they are 
most acceptable to her. The plan of 
trying to control the woman’s hunger 
on a 5 or 6 meal a day basis has proved 
effective. Not all the women are able 
to stay on the diets; however, a recent 
examination of the records of 50 cases 
shows an encouraging number of case 
histories which read like the following: 

Mrs. C. saw the nutritionist during 
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her sixth month of pregnancy. She had 
gained 7 lb. the previous month, and a 
total of 15 lb. over her prepregnant 
weight. The nutritionist, in going into 
her dietary practices, discovered that 
she had not realized how many extra 
calories she was getting by tasting while 
she cooked. She was instructed in a 
1,800—2,000 calorie diet and was asked 
to write down everything she ate during 
the day and to score her own diet for 3 
days. She was able to hold her gain for 
the remaining 4 months to 7 lb. 
Another patient, Mrs. M., was seen by 
a nutritionist during her eighth month of 
pregnancy. Before that time, she had 
been given diet instructions by the 
obstetrician. She had gained 22 lb. over 
her prepregnant weight. When the 
nutritionist saw her, her diet was still 
too high in carbohydrate foods and she 
gave a history of taking no food before 
noon and of eating almost steadily from 
noon until bedtime. She ate fried foods, 
candy, and desserts frequently. She 
was instructed in a 2,000 calorie diet. 
A plan agreeable to her for 5-6 meals 
a day was worked out. She agreed to 
try to drink more milk and to eat less 
desserts and fried foods. She was able 
to control her hunger and held her 
further gain to 2 lb. This case has been 
chosen not because it represents an ideal 
situation but because it does illustrate 
the type of help a nutritionist can give. 
Undoubtedly it would have been wise 
to have worked with this woman earlier 
in her pregnancy had she come sooner. 
In these cases, as with all young 
women of childbearing age, we must 
think of what we can do to instruct 
them better for their next pregnancy. 
We have as yet done little in nutrition 
in the field of interpartum care. We are 
also of the opinion that serious consider- 
ation should be given to education in 
nutrition for young married women be- 
fore they begin to have their families. 
Only in that way can nutrition advice 
really affect the growing embryo and 
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fetus during the entire growth period. 

I am sure we all agree that the empha- 
sis in nutrition instruction during preg- 
nancy should be directed toward neiping 
a woman take an adequate diet and not 
toward control of weight alone. It has 
been our experience as nutritionists that 
there is in reality little disagreement be- 
tween these two purposes. The women 
who gain weight too rapidly are usually 
not taking what are considered adequate 
diets: their diets are often low in pro- 
tein and too high in carbohydrate and 
fats. 

We have worked out some techniques 
which have proved helpful to us in 
counseling either private or maternity 
clinic patients. Very early in our pro- 
gram of diet instruction, we met the 
necessity of having a method for rapid 
evaluation of the woman’s diet. We 
therefore devised what we have called 
Score Your Diet. The idea of this 
booklet was to give to the patient a de- 
vice whereby she herself could evaluate 
her own diet after we had shown her 
how to do it. 

It will be seen from Table 1 that we 
have translated the measurements of all 
of the food nutrients to units. The 
other pages of this booklet list food 
values for fruits, vegetables, desserts, 
fats, and cereals. This has the advantage 
of not confusing the woman with grams, 
milligrams, or decimals. We also use 
this device to show the comparative 
values of different foods. When there 
is time during an interview, we ask the 
woman what she ate the day before, cor- 
recting for variations from her usual 
diet. The number of servings of each 
food is then underlined, and we quickly 
add up the units of protein, calcium, 
iron and so on which she received. If, 
for instance, she had 650 units of pro- 
tein, we show her that she needed 850. 
By going back over her diet, we can 
show her that two more glasses of milk 
and one egg would have added 235 units 
of protein, bringing her diet to adequacy. 


We try to explain to her why she needs 
protein. We use many similes in doing 
this, pointing out, for example, that pro- 
tein acts as actual building material for 
the formation of her baby’s body. We 
often say that to build a strong brick 
house we all know we must have enough 
good bricks. 

The problem of the dislike of foods 
such as milk often arises. Many times 
the woman who is not drinking milk be- 
cause she does not like it telis us that 
she is taking calcium tablets. We have 
an excellent chance with this booklet to 
show her that the contribution which 
milk makes to the total protein and ribo- 
flavin is also important. 

Oftentimes in seeing patients we find 
that we can take only 30 minutes with 
each one. In so short an interview we 
do not have time to evaluate and correct 
one day’s diet. It has seemed a better 
use of this time simply to go over each 
item of the diet, writing in Score Your 
Diet, which the patient will take home 
with her. We begin with the question, 
“Are you drinking one quart of milk?” 
If she says, “No,” we ask first, “Could 
you?” The answer now is often, “I 
don’t like milk, but I could drink a quart 
if I really make up my mind to.” We 
explain that it is far easier to make up 
an adequate diet with a quart of milk. 
If, however, the woman cannot drink 
milk, we show her how much protein 
may be supplied by meat and eggs and 
where she can get the other needed 
nutrients. Usually the doctor has already 
advised her to take calcium tablets. 

We discuss each item in the diet, 
showing how calories can be decreased 
by taking out some fat and carbohydrate 
from her diet. At this point we must 
give her rather detailed instructions in 
how to cook her foods. 

One of the problems which we often 
encounter as we talk to pregnant women 
is the real hunger which some of them 
experience beginning the fourth and fifth 
month. We try to get the women to see 
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that this hunger cannot be denied but 
must be satisfied by the right kind of 
food. We have found one solution to 
this problem in the institution of the 5 
or 6 meals a day plan. Suppose we de- 
cide that a particular woman can main- 
tain a desirable weight gain on 1,800 
calories a day. We begin by asking her 
what she wants for breakfast. If, for 
instance, she says that she usually eats 
fruit, cereal, and toast, we write this 
breakfast down, counting the calories 
in it for her. Then we ask her if she 
wants food at 10 am. We may urge 
her, if needs be, to take a glass of 
milk with fruit at this time. Next we 
proceed to the lunch, the afternoon 
snack, and to the dinner. We use the 
idea of budgeting the 1,800 calories 
through the 5 meals. When we finish, 
we check with her to see that we have 
included all the necessary foods. If the 
woman does not want an egg, we use 
Score Your Diet to help her find an ade- 
quate substitute. As we go through this 
process, we teach the woman to “buy” 
protein, calcium, etc., with calories. For 
example, we say to her, “One-half cup 
of carrots ‘costs’ you 30 calories. From 
this portion of carrots you get some of 
the needed iron and 9,000 units of vita- 
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min A. Whereas from one-half cup of 
corn, which costs you 95 calories, you 
would get 75 units of vitamin A.” 


SUMMARY 

May I summarize briefly what I be- 
lieve the role of nutrition is in codrdi- 
nated maternity care: 

First: To bring to the entire program 
and to the different members of the team 
giving maternity care the recent findings 
in the field of nutrition. To sell the idea 
of the importance of nutrition may be 
the first step in this process. 

Second: To translate the result of nu- 
trition research into practical day by 
day procedures to make it possible for 
pregnant women to eat adequate diets 
happily. 

Third: To make the methods of teach- 
ing nutrition practical and applicable to 
specific situations. Then, as we explain 
these methods to obstetricians and 
nurses, they also can constantly teach 
nutrition to their patients. Only as a 
nutritionist spreads her teaching so that 
all members of the team tell the same 
story can a really effective job be done. 
In this process the nutritionist, too, can 
learn much from the other members of 
the team. 
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ATERNITY care in Sweden has 

for 300 years been the interest 
and responsibility of the State. In 1663 
a regulation was issued prescribing cer- 
tain qualifications for women who de- 
voted themselves professionally to mid- 
wifery. In 1700 a complete system of 
teaching was started involving theoreti- 
cal as well as practical training, and in 
1723 the State assumed the responsi- 
bility and the costs of that education. 
In the course of time the education of 
midwives has been greatly expanded and 
has given our country a corps of skillful 
midwives. 

Quite naturally the deliveries, earlier, 
always took place in the homes. In 
1900, with a total number of 135,000 de- 
liveries in the country, only some few 
thousand deliveries—approximately 5 
per cent—were in hospitals, viz., in hos- 
pitals for the training of medical stu- 
dents and midwives. In time a slight 
trend appeared toward hospital deliveries 
which was accentuated after 1920, and 
today the situation is the opposite of 
that of thirty years ago: 10 per cent 
home deliveries and 90 per cent hospital 
deliveries. 

It may be worth mentioning that of 
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the hospital deliveries, 40 per cent are 
done at special maternity clinics with a 
specialist in obstetrics as the head of the 
clinic. About 45 per cent are confined 
to maternity wards in general hospitals 
having no obstetric specialist. 

Five per cent are delivered in small 
maternity homes and 10 per cent at 
home. 

In the same manner, as midwives 
earlier attended patients in their homes, 
they now professionally handle them in 
the hospitals. Doctors do not assist at 
deliveries except in cases of complication 
and then the midwife will send for the 
doctor. 

The results of our maternity care are 
to be had from official statistics which 
are available since 1780. The maternal 
mortality during the period 1861 to 
1880 was 5.5 per 1,000 pregnant women, 
including abortions. After Semmel- 
weiss’s discovery on the nature of the 
puerperal septicemia, the mortality rate 
diminished. The maternal mortality 
since 1885 was lowered from 5.5 to 2.75 
in the 1890’s and at that level it re- 
mained, strange to say, for the next 
thirty years. After having been rather 
constant up to 1925, there was a clear 
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rise apparently coinciding with a lower- 
ing of the birth rate that reached the 
bottom in 1934. This increase in the 
maternal mortality has two main causes. 
One is that in times of low birth rate 
there is always a relatively larger num- 
ber of primiparas, which in itself implies 
a higher mortality rate. The other 
cause is the fact that at that period the 
number of infected abortions was higher 
than earlier. 

As mentioned, it was strange that the 
maternal mortality rate did not diminish, 
although it could have been expected to 
do so in view of the fact that the general 
mortality rate was clearly descending. 
However, during the past ten years there 
has been a considerable decrease. In 
1946 the figure was 0.95. 

The three main causes of death are: 

first, toxemias; second, puerperal and 
postabortal infections; and third, “other 
diseases,” which predominantly are hem- 
orrhages. There is a slight decrease 
in the death rate from toxemias and 
hemorrhages, while the death rate from 
infections presents a marked lower- 
ing. 
The rapid decline of the mortality 
curve has occurred simultaneously with 
the sharp incline of the hospitalization 
curve. The hospital care is certainly one 
cause of the lowering of the maternal 
mortality. Another explanation includes 
the use of modern medications, sulfa, 
and antibiotics. Moreover, an important 
factor is to be found in the fact that we 
have pursued for nearly fifteen years an 
extensive antenatal program which is 
now beginning to show results. 

The antenatal care program was in- 
itiated in 1938. It works, in towns, 
through maternity welfare centers of 
two types. One is conducted in obstet- 
rical clinics and is directed by an obste- 
trician; the second type is connected to 
genera! hospitals and is led by a surgeon. 

In heavily populated areas the ante- 
natal care covers 100 per cent of the 
expectant mothers. 


Sweden is, in a geographic sense, a 
rather large country, but the population 
is sparse in many rural districts. Over 
such districts are spread maternity wel- 
fare stations at places where local 
medical officers are stationed. Maternity 
welfare branches farther out in the 
country are attended by a visiting med- 
ical officer. Under these circumstances 
it can be readily understood that the 
antenatal care in many rural districts 
cannot be compared with that found in 
the more populous localities. The ante- 
natal care is used by more than 60 per 
cent of the prospective mothers in the 
whole country. 

The stillbirth rate has been rather 
constant during the past fifty years, 
approximately 25 per 1,000. During 
the last half-decade, there was a rate 
with a descending trend in 1947 of 21 
per 1,000. 

For the year 1947 there is a statistical 
figure available concerning the neonatal 
death rate. But with regard to the 
many uncertain conditions involved in 
procuring this neonatal value, it is not 
fully trustworthy. The figure is 11 per 
1,000 new-born, but in reality the num- 
ber might be somewhat higher. How- 
ever, more reliable statistics give the 
figure 16 for 1944. 

With the growing appreciation of the 
importance of maternal welfare in rela- 
tion to the population problem, the State 
has been giving increasing concern to 
providing facilities for adequate medical 
attention to the mother. In addition to 
this, the cost incurred in childbirth is 
often a financial burden to the family. 
The authorities of the State have felt 
that the cost of childbirth should not be 
borne by the individual, rather that it be 
distributed among all citizens. 

As for the facilities for adequate 
medical care, there are hospitals of 
different types run by towns and county 
councils, and some for medical educa- 
tion by the State. In the larger cities 
there are obstetric departments at the 
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general hospitals conducted by obste- 
tricians. In most of the county areas 
there is in the principal town of the area 
an Gostetric department at the general 
hospital, also headed by an obstetrician. 
This institution is not yet to be found in 
all county areas, but it is planned over 
the next few years. For the rest of each 
county area there are general hospitals 
with maternity wards having no obste- 
trician. These hospitals were primarily 
not intended for normal deliveries but, 
during the short time of three decades 
since they have been extended, they are 
now open to all pregnant women. Be- 
sides, there are in sparsely populated 
areas maternity homes under the super- 
vision of the local medical officer. Pri- 
vate maternity hospitals or “homes” no 
longer exist. 

The State assumes responsibility for 
the education of doctors and midwives. 

Regarding the economic facilities, it 
is to be said that, generally speaking, 
since 1938 the care of maternity patients 
is free. The antenatal care is free. The 
patient can receive, according to her 
needs, prophylactic drugs and therapeu- 
tic agents at no cost. In rural districts 
free transportation facilities are provided 
for women to travel in groups to welfare 
centers and stations or branches. 

The pregnant woman has the choice 
to decide for herself whether she wishes 
to give birth to her child at home or in a 
hospital. 

If the birth takes place in the home, 
the pregnant woman is afforded free at- 
tendance by a visiting midwife. She 
receives free treatment including nitrous- 
oxide gas, draping materials, and medi- 
cines required during labor ana in the 
postpartum period. The traveling ex- 
penses of the midwife are paid by the 
community. In the case of complicated 
labor, demanding the attendance of a 
doctor, the cost is paid by the patient. 
The care in a maternity hospital is 
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also free of charge. However, the 
patient has to pay for the food 1:— 
Swedish Crown per day, which is approx- 
imately 20 cents. Institutional care, 
draping materials, and the medicines 
are free of charge. 

In addition to these benefits there are 
several types of financial aids. A woman 
who is a member of one of the approved 
insurance companies, which are subsi- 
dized by the State, receives at her con- 
finement a certain sum from the com- 
pany. A patient who is not insured 
against sickness can get a certain eco- 
nomic aid from the State, provided her 
application exhibits evidence that she 
has need of economic help. 

About 90 per cent of the pregnant 
women have the benefit of one of these 
two forms of relief. 

There is, moreover, a third form of 
econumic aid. It is granted by the State 
in cases where the application indicates 
evidence that the two forms of benefit 
just mentioned are insufficient. As a 
rule it is paid for essential equipment 
needed, such as making available free 
cribs, supplemental food, dental hygiene, 
and so forth. 

There are also other types of mater- 
nity relief services, such as social domes- 
tic help, e¢ al. 

The burden of the expenses of the 
maternity relief work is shared by the 
State, the counties, and the cities. Pro- 
portionally this cost, relative to the 
hospital maternity care, amounts to 10 
per cent fer the State and 90 per cent 
for the counties and cities. In home 
maternity care, the State pays 50 per 
cent. 

The amount of money spent on the 
maternity relief work is fairly large but 
it seems to be for a good cause. The 
birth of a child in Sweden relieves the 
mother of any anxiety over the best 
possible medical care and over financial 
obligations. 
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Discussion 
RUTH G. TAYLOR, R.N. 
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NE of the vital forces in the 

evolution of Sweden’s health serv- 
ices has been the mutual concern of the 
State and the citizen in the development 
of social policy. As a nurse concerned 
with public health, I have been interested 
in Sweden’s maternity care program for 
many years. Last fall I had the privi- 
lege of seeing it at first hand. 

As Dr. Lundquist has told you, his 
country began to plan a nation-wide 
program of care for all maternity pa- 
tients 300 years ago with the initiation 
of midwifery training and the provision 
of midwifery services. In_ practical, 
realistic fashion, Sweden’s health pro- 
gram has been directed to meet the most 
immediate needs of the peopie. But at 
the same time, as each new service was 
developed it has been fitted into an ever 
enlarging pattern of comprehensive care. 

We might well consider for a moment 
the amazing accomplishment in the 
present provisions of the maternity pro- 
gram as a goal for other countries where 
action on a national scale is in progress 
or where such action is being seriously 
considered. 


Scope of service offered—Gradually 
the service of the midwife for mothers in 
their own homes has been replaced by 
hospital care. Ninety per cent of all 
maternity patients now have access to 
medical consultation and facilities for 
the treatment of emergency or abnormal 
conditions of pregnancy. Through 


services of district physicians supported 
by the national government, every 
woman who chooses to be delivered in 
her home knows that if the attendant 
midwife needs help, medical care may 
be made available. 

Many of us who have struggled to 


bring services to distant settlements and 
isolated farms envy a country like 
Sweden, which provides regular trans- 
portation to the doctor’s oifice or to 
classes for the antenatal patient. Otuer 
measures for safeguarding the health of 
mothers include inexpensive housing, 
free vacation travel, and a home helper 
to replace the mother during hospitali- 
zation, when on a holiday, or when she 
has to be out of her hone for any reason 
during the postnatal period. The na- 
tion’s concern with the social and 
environmental factors affecting the 
health and welfare of maternity patients 
has been reflected in the provisions for 
adequate food for pregnant women and 
the right of women in industry to ma- 
ternity leave before and after the birth 
of their babies. 


Quality of service safeguarded—As 
the amount and scope of service have 
been increased and facilities for care 
expanded, quality has been consistently 
safeguarded and improved by more in- 
tensive and liberal distribution of spe- 
cialized personnel in Sweden. Qualified 
obstetricians are available for direct 
services to mothers in the clinics and in 
hospitals in urban centers. They are 
also available for consultation to district 
medical officers and for care of patients 
with abnormal conditions. The State 
school of midwifery, which Dr. Lund- 
quist directs, accepts only nurses for this 
special training; a second such school 
in Sweden will also carry out the same 
practice within five years. Eighteen 
months of concentrated instruction in 
midwifery and practice under close 
supervision develops competence and 
skill in the area of maternity and early 
infancy care—a competence and skill 
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not achieved by nurses in the United 
States or in other countries with which 
I am familiar through the present sys- 
tems of nursing education. 

Regional organization of hospitals 
with a central general hospital, smaller 
general hospitals, local hospitals, and 
maternity homes is an old, established 
pattern in Sweden. One point in par- 
ticular is of interest to us in considering 
this phase of the service—that is, the 
role of the citizens’ councils of the 
various political subdivisions in meeting 
the health needs of mothers and pre- 
school children. These councils are 
concerned with the expansion and im- 
provement of facilities provided through 
taxation, according to a plan developed 
jointly between county health and gov- 
ernmental authorities. The principle of 
consumer participation is carried out, 
from the declaration of policy in the 
parliament to the acceptance of the 
patient’s decision regarding the type of 
care which she desires, whether she be 
the wife of a reindeer herder in Lapland 
or the wife of a prosperous merchant in 
Stockholm. 

One phrase in Marquis Child’s report 
on social developments in Sweden has 
been quoted extensively in the United 
States. He said, “Sweden is not con- 
cerned with short cuts to Utopia.” This 
has certainly been true in the field of 
maternity care. Sweden has concen- 
trated on progressive steps toward the 
goal of good maternity care for every 
mother. Much progress has been made. 
But there are still problems to be faced. 
A recent analysis of the total health 
and welfare program in Sweden frankly 
states that the most troublesome prob- 
lems are (1) a general and continuous 
shortage of personnel, and (2) the fact 
that the social and psychological aspects 
of medicine have been underemphasized 
in the training of Swedish doctors and 
nurses. This lack is clearly shown by 
the dearth of social case workers as 
teachers and consultants in programs of 
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medical and nursing education or service. 

There is much that we can learn from 
Sweden’s experiences in bringing good 
maternity care to every pregnant woman. 
Sweden has cleariy recognized the need 
for expanding the scope and improving 
the quality of care given by the mid- 
wife as the first step toward better ma- 
ternity care for all mothers. Sweden has 
recognized a need for a broader area of 
influence for the nurse-midwife by 
giving her a recognized function in 
normal obstetrics in the home or the 
hospital, and by planning for the inte- 
gration of the training of the public 
health nurse and nurse-midwife. This 
latter objective has two purposes which 
have also been recognized by Finland, 
the United States, and certain South 
American countries: 


1. That more economic and efficient admin- 
istration of public health nursing and mid- 
wifery in very rural areas can be carried out 
by combining these skills in one person, who 
can be assigned to a number of villages. 

2. That a public health nurse with a back- 
ground of training such as that given in nurse 
midwifery is in a position to influence widely 
the quality of maternity nursing in her ca- 
pacity as teacher, consultant, and administra- 
tor of nursing service as well as in her 
capacity as a practitioner. 


The Swedish program, like the pro- 
grams in the United States and many 
other countries, suggests a possible ap- 
proach to the personal and social prob- 
lems in maternity care. These may be 
met more effectively in the future 
through the use of a facility for normal 
obstetric patients constructed more like 
a home than a hospital, where more 
emphasis can be given by professional 
personnel on services needed to meet the 
social and psychological needs of the 
patient, and where auxiliary workers 
may be employed for routine care. This 
is an area requiring greater exploration 
and further experimentation on an inter- 
national basis. 

Dr. C.-E. A. Winslow probably would 
describe Sweden’s progress in the health 
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field as an excellent example of “di- 

rected gradualism.” Policies and 

methods that have been proved to be 

sound and practical have been accepted 

and carried out on a national basis. In 

summary, let us look at some of the 

accomplishments in Sweden’s maternity 

care program: 

1. Efficient and comprehensive care is provided 
at comparatively low cost. 

2.Costs are borne by the whole population 
rather than by the individual. 

3. Provision for care has been expanded into 
the most remote areas. 

4.The consumer of the service has a part in 
determining policy and is entitled to choose 
the type of service she wants. 
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5. Environmental and social factors are recog- 
nized in planning a comprehensive health 
program. 

6.The preparation of doctors, nurses, mid- 
wives, and home helpers is provided at State 
expense. 

7.High standards are maintained through 
specialist service and consultation. 

8. The right of the central government to de- 
termine broad policy after the interest of the 
group to be benefited has been enlisted has 
been recognized. 


The dictum, “Sweden is a national 
unity,” is as applicable to maternal care 
as it is to any area of life in this re- 
markable country. 
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Infant and Maternal Mortality in 
Taipeh, Taiwan (Formosa) 
S. W. LEE, M.D., F.I.C.S. 


Department of Obstetrics and Pelvic Surgery, National Defense Medical Center, 
Taipeh 


N view of the lack of a rigid system 

of reporting, accurate figures relating 
to birth and death rates in China are 
generally lacking, with the exception of 
perhaps a few cities. A fair system of 
reporting has existed in Taiwan (For- 
mosa) since the Japanese regime of 
1895-1945 and since V-J day. Of the 
nine cities on this island, data obtained 
in Taipeh are presumably more com- 
plete. It is hoped that the present 
paper will throw some light on the vital 
statistics of China as exemplified by 
figures obtained in one city. 
INFORMATION ON TAIWAN 

(FORMOSA) 

Taiwan is an island of 13,800 square 
miles, situated in the subtropical and 
tropical zones about 100 miles off the 
southeast China coast. It was under 
Japanese occupation from 1895 to 1945. 

During the Japanese zegime, a census 
was said to be taken once every five 
years and the information on popula- 
tion movement was in the hands of the 
local police. The majority of the popu- 
lation consisted of people from Fukien 
Province across the Formosan strait, 
these people having migrated to this 
island over the preceding several hun- 
dred years. The aborigines do not ex- 
ceed 3 to 4 per cent of the total popula- 
tion. 

A recent influx of population from the 
mainland was started shortly after V-J 
day, the greatest increase occurring in 


GENERAL 


1948 and 1949. The average population 
of Taiwan before 1945 was between 
5,000,000 and 6,000,000. There has 
been an increase of over 1,000,000 
people in 1948 and 1949, during which 
period two censuses were taken. 

Taipeh, the capital of the province, 
is situated in the northern part of the 
island. The only medical school of the 
province is located in this city. More 
medical personnel and hospital facilities 
are found in Taipeh than in any other 
city in Taiwan. Of the 3,247 physicians 
on the island, for instance, nearly 400 
are found in Taipeh. 

During the Japanese regime no formal 
training on nursing was giver to Tai- 
wanese. The first nursing school for 
Chinese was established in Taipeh in 
May, 1947. Another is being estab- 
lished now. 

Most of the deliveries in Taiwan have 
been done by certified midwives who are 
required to have three years training in 
registered hospitals, both public and 
private. The method of their training 
is probably not standardized. Deliveries 
are done mostly in patients’ homes. 
Some of the deliveries are done in hos- 
pitals or by health departments, and a 
few by untrained relatives. 

The prototype of the present Pro- 
vincial Health Department and of city 
and county health departments, was 
already in existence @:.."»s the Japanese 
regime. There is a health department 
in each of the nine municipalities and 
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eight counties. The activities of these 
health organizations, however, are 
limited. 


PRESENT SYSTEM OF URBAN BIRTH AND 
DEATH REPORTING 

1. Birth Registration—All births are 
registered first with the local police sta- 
tion, within one week. The city health 
department collects these data periodi- 
cally from the various police stations 
and transmits them to the Provincial 
Health Department. 

Failure to register births probably 

does not occur often in view of the neces- 
sity of having individual identification 
cards, a system instituted here about 
the middle of 1948. These cards are 
required for school registration, purciiase 
of food rations, employment, etc. 
2. Death Reporting—All death certifi- 
cates, with the exception of those for 
neonatal deaths and _ stillbirths, are 
signed by registered physicians and sent 
to the local police stations. These cer- 
tificates are then forwarded to the local 
health department, which decides on the 
basis of the cause of death whether or 
not to issue burial or cremation permits. 
Such permits are strictly required before 
burial or cremation can take place. 

Neonatal deaths are certified by either 
the attending physicians or the attending 
midwives. Failure to report neonatal 
deaths probably does occur frequently. 
However, in view of the custom that 
a stillborn or a dead new-born baby may 
still be entitled to a share of the family 
property, such reporting may not be too 
inaccurate. During the Japanese re- 
gime only male fetuses and babies were 
concerned in property sharing. As the 
custom stands today, fetuses and babies 
of both sexes are concerned. 


BIRTHS IN TAIPEH, 1948 AND 1949 

There were 6,578 births reported in 
1948 and 14,578 in 1949. The popula- 
tion of Taipeh increased in the mean- 
time from 379,400 to 483.578. Births 


increased 122 per cent, while population 
increased only 27 per cent. 

The birth rates according to the fig- 
ures available were: 


TABLE 1 
Birth Rate of Taipeh, 1948 and 1949 
Rate 
per 1,000 
Live Births Population Population 
1948 6,578 379,400 17.3 
1949 14,578 483,578 30.1 


The sex distribution of the 1948 and 
1949 population was as follows: 
TABLE 2 


Sex Distribution of Population of Taipeh, 
1948 and 1949 


Male Female Total 


1948 195,866 183,534 379,400 
1949 258,132 225,446 483,578 
Increase of 

population 62,266 41,912 104,178 
Percentage 

increase 32 23 26 


There was an increase of over 100,000 
in 1948 as compared with the population 
of 1947. It is possible that a large pro- 
portion of this increase consisted of 
government workers who had _ not 
brought over their families in 1948, It 
is also possible that many births were 
not registered prior to the introduction 
of individual identification cards in the 
middle of 1948. 


MORTALITY DATA IN TAIPEH 

1. Source of Data—Data relating to 
stillbirths and neonatal, infant, and ma- 
ternal deaths have been taken from the 
records kept by the Taiwan Provincial 
Health Department and the Census 
sureau of the Taipeh Municipal Gov- 
ernment. It may be mentioned that the 
compilation of statistics in any province 
has been handicapped by a lack of com- 
petent statisticians to check as well as 
to record data so reported. 

2. Stillbirths—The apparent lowering of 
the stillbirth rate in 1949 was again re- 
lated in some way to the influx of 
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population from the mainland. It is 
possible that many of the stillbirths 
occurring in families from the mainland 
were not reported, as social custom does 
not dictate the necessity. 


TABLE 3 
Stillbirths in Taipeh, 1948 and 1949 


Stilibirth 
Rate 
per 1,000 
Stillbirths Live Births Live Births 
1948 114 6,578 13.7 
1949 160 14,578 11.0 


3. Neonatal Deaths—One hundred and 
sixteen neonatal deaths were reported in 
1948 and 93 in 1949 in Taipeh. The 
neonatal mortality rates were 17.6 and 
6.4 per 1,000 live births respectively. 
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The low rates and the gross discrepancy 
between them were probably due largely 
to incomplete reporting and the apparent 
low birth rate of 1948. Table 4 gives 
the main causes of neonatal deaths. 
4. Infant Deaths—Six hundred and 
sixty-six deaths of infants under one 
year of age were reported in 1948 and 
575 in 1949. Infant mortality rates were 
101.2 and 39.4 per 1,000 live births re- 
spectively. A gross discrepancy between 
the two rates is again evident. 

Table 5 gives a list of the causes of 


infant deaths. These deaths include 
neonatal deaths. 
5. Maternal Deaths — Twenty-four 


maternal deaths were reported in Taipeh 
in 1948 and 33 in 1949, giving maternal 
mortality rates of 3.6 and 2.3 per 1.00 


TABLE 4 


Causes of Neonatal Deaths in Taipeh, 1948 and 1949 


1948 1949 

Percentage Percentage 

Number of Total Number of Total 
Prematurity 33 28.4 23 24.7 
Tetanus 25 21.5 14 15.1 
Bronchopneumonia 25 21.5 18 i9.4 
Diarrhea and enteritis 10 8.6 8 8.6 
Syphilis 6 5.2 6 6.5 
Other diseases of the respiratory system 5 4.3 7 7.5 
Whooping cough 0.9 3 oe 
Others 11 9.5 14 15.1 
Total 116 99.9 93 100.1 

TABLE 5 
Causes of Infant Deaths in Taipeh, 1948 and 1949 
1948 1949 

Percentage Percentage 

Number of Total Number of Total 
Diarrhea and enteritis 172 25.8 191 33.2 
Bronchopneumonia 158 23.7 137 23.8 
Prematurity 63 9.5 29 5.0 
Measles 29 4.4 0 0.0 
Tetanus 25 3.8 20 3.5 
Bronchitis 19 2.9 42 9.3 
Whooping cough 10 1.S 20 3.5 
Diphtheria 1 0.2 18 
Tuberculosis (all forms) 0 0.0 16 2.8 
Others 189 28.4 102 fy 
Total 666 100.2 575 99.9 
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TABLE 6 
Causes of Maternal Deaths in Taipeh, 1948 and 1949 


1948 1949 

Percentage Percentage 

Number of Total Number of Total 
Toxemias of pregnancy 7 29.2 11 33.3 
Hemorrhages 6 25.0 6 18.2 
Puerperal infection 5 20.8 6 18.2 
Other accidents of childbirth 6 25.0 10 30.3 
Total 24 100.0 33 100.0 


live births, respectively. 

The causes of maternal deaths are 
listed in Table 6. 

The high incidence of toxemias of 
pregnancy is most likely related to the 
neglect of antenatal care on the part of 
the expectant mothers. 


DISCUSSION 
The data presented in the previous 
section can be summarized as follows 
(Table 7): 


TABLE 7 
1948 1949 
Birth rate 17.3 30.1 
Stillbirth rate 17.3 11.0 
Neonatal mortality rate 17.6 6.4 
Infant mortality rate 101.2 39.4 
Maternal mortality rate 3.6 2.3 


These crude rates are in general lower 
than those obtained elsewhere in China. 


Before we proceed to examine the 
validity of the figures presented, it may 
be of interest to compare them with 
those obtained in Taiwan during the 
Japanese regime. 

1. Vital Statistics—It may be stated at 
the outset that the circumstances under 
which the above data were collected are 
not known. 

The maternal mortality rates for the 
various periods show the closest agree- 
ment. The 1949 infant mortality rate 
was somewhat lower than the 1938-1942 
rates, while the 1948 rate was very much 
higher. Other 1938-1942 rates were 
much higher and were fairly close to 
those obtained in a few large cities on 
the mainland. 

Neonatal deaths were not reported 
for 1938-1942, but according to the life 
tables constructed from 1936-1940 


TABLE 8 
Vital Statistics of Taiwan During Japanese Regime, 1938-1942 


1938 
Population * 5,297,005 
Live births 235.821 
Birth rate 44.5 
Stillbirths 7,983 
Stillbirth rate 33.7 
Infant deaths 12,081 
Infant mortality rate $1.2 
Maternal deaths 831 
Maternal mortality rate 3.5 
Total deaths 107,908 
General mortality rate 20.4 


* Population of Taiwanese only, excluding Japanese, other foreigners, and aborigines. Other figures also refer 
to Taiwanese only. All above figures were obtained from the Statistics Office of the Taiwan Government 


1939 1940 1941 1942 
5,428,821 5,586.298 5,735,705 5,891,848 
244,707 246,691 241.894 242,796 
45.1 44.2 42.2 41.2 
8,846 8,611 8,468 9,060 
36.4 34.9 35.0 37.5 
11,915 12,421 9,513 11,024 
48.7 50.4 39.3 45.6 
833 735 595 697 
3.4 3.0 2.5 2.9 
111,225 112,523 96,393 108,215 
20.5 20.1 16.8 18.4 
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figures, the neonatal mortality rates 
were 71.4 and 53.2 for males and females 
respectively, again very much higher 
than the more recent rates. 

A comparison of general mortality 

rates may also throw some light on the 
actual functioning of the reporting sys- 
tem. In 1948 there were 3,541 deaths 
reported in Taipeh, and 4,482 were re- 
ported in 1949, giving the same crude 
mortality rate of 9.3 for each year. The 
1938-1942 rates were twice as high. 
2. Factors Affecting Mortality in Taipeh 
—The factors contributing to the low 
general mortality can be summarized as 
follows: 


Good health conditions of the people 
Adequate medical facilities 

Sufficient doctors, nurses, etc. 

Higher proportion of younger age groups 
Incomplete reporting 


Data are not available as to the gen- 
eral health conditions of the people in 
Taiwan. The general impression is that 
as a result of better nutrition and less 
crowding, until recently, at least, the 
average health of the islanders may be 
slightly better than that of the main- 
landers. But it is not enough to affect 
general mortality rates. 

With regard to medical facilities, 
again reliable data are not available. 
But there is no question that they are 
grossly inadequate to meet the needs of 
the people. It is possible, however, that 
the use of antibiotics has lowered death 
rates to a certain extent. 

There were 398 physicians in Taipeh 
as of the end of 1949, including new 
arrivals from the mainland. The ratio 
of physician to population was 1 to 
1,215 persons, this being a better ratio 
than those found in other cities not only 
of this island but also of the mainland 
as a whole. But the financial inability 
of the people to utilize the services avail- 
able, the standard of medical practice in 
general, the utilization of antenatal 
services, the conception of an adequate 
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nursing service, the training given to 
midwives, and the like, are some of the 
points to be considered when studying 
the problem of medical care, especially 
as it relates to better health and lower 
mortality. 

The factor of younger age groups 
affects infant and maternal mortality 
rates less than it does the general mor- 
tality rate. However, one is not im- 
pressed with any predominance of the 
younger age groups, nor with that of 
the aged, either. 

The factors mentioned have probably 

contributed somewhat to lower mortality 
compared with those on the mainland, 
but the fact is inescapable that incom- 
plete reporting was probably the most 
important single factor concerned. 
3. Comparison with the Asiatic Main- 
land—Of the rates presented in this 
paper, only those of neonatal and infant 
mortality in some of the cities on the 
mainland are available. 

Careful records were kept of a demon- 
stration area of 120,000 population in 
Peiping by a health station established 
for teaching purposes by the Peiping 
Union Medical College and operated 
under the auspices of the city health de- 
partment. The records on hand showed 
that of 2,487 and 2,638 live births in 
1934 and 1935 respectively, there were 
134 and 138 neonatal deaths, giving 
neonatal mortality rates of 54 and 52 
per 1,000 live births. The infant mor- 
tality from 1926 to 1934 ranged from 
113.1 to 203.0 per 1,000 live births. 

Figures from the First Midwifery 
School in Peiping for the period 1929- 
1939 showed that in cases with pre- 
natal care the neonatal mortality rate 
was 25.7, while in cases without pre- 
natal care the rate was 70.9. 

Figures collected elsewhere in China 
and which the writer is unable to docu- 
ment showed that the infant mortality 
rate ranged from 143.8 to 184.8 in vary- 
ing periods in the 1930’s. 

These figures, collected over varying 
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periods of time and with varying degrees 
of reliability, do not lend themselves to 
easy comparison with those obtained in 
Taiwan. A cursory comparison indi- 
cates, however, that either the mainland 
figures of over ten years ago. were 
significantly high, especially in infant 
mortality rates, or the Taiwan figures, 
especially of recent years, were unduly 
low. It is unfortunate that other figures 
obtained on the mainland are not on 
hand for comparison. 

4. Evaluation of Data—The difficulties 
encountered in evaluating the present 
data are numerous, such as: 

a. The influx of population in the 
period under study must in some way, as 
stated before, affect not only the ap- 
parent difference in the birth rates but 
also the adequacy of the reporting 
system itself. 

b. Presumably the reporting system 
should be at its best in Taipeh, but time 
has not permitted the writer, who is not 
a trained statistician, to investigate the 


complete, it may not be unsafe to assume 
that most of the figures presented for 
1948 and 1949 were on the low side. 
While the true figures are elusive, a 
probable range may be proposed com- 
bining the present data with those 
obtained during 1938-1942, since con- 
ditions during the two periods were 
probably similar. It is possible, how- 
ever, that serious errors may still be 
present in the proposed figures. 


SUMMARY AND CONCLUSIONS 

1. The system of birth and death re- 
porting in Taiwan (Formosa) is re- 
viewed. 

2. Data relating to stillbirth, neonatal, 
infant and maternal mortality in Taipeh 
in 1948 and 1949 are presented, as well 
as birth and general mortality rates. 

3. The probable reasons for the low 
rates are reviewed and it is suspected 
that incomplete reporting is probably the 
most important single factor. 

4. Adjustment is made mainly on the 


TABLE 9 


Probable Range of Birth and Mortality Rates in Taipeh 


Birth rate 

General mortality rate 
Stillbirth rate 

Neonatal mortality rate 
Infant mortality rate 
Maternal mortality rate 


actual operation of that system, espe- 
cially in recent years. 

c. It is unfortunate that figures for 
1947 are not available to show what 
rates prevailed prior to the exodus from 
the mainland; the unavailability was in 
itself related, in all probability, to the 
instability of current political conditions. 

On the basis of the low birth rate, 
especially of 1948, and the very low 
general mortality rate, the reporting of 
which should have been relatively more 


Per 1,000 Per 1,000 
Population Live Births 
30-40 
20-25 
30-40 
50-75 
100-150 
3-10 


basis of data obtained in earlier years. 
While errors may still be present, it is 
felt that in the absence of accurate data, 
the above figures at least give some 
indication of conditions prevailing in 
one city and probably in the country as 
a whole. 
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NICHOLSON J. EASTMAN, M.D. 


Professor of Obstetrics and Gynecology, The Johns Hopkins University Medical 
School, Baltimore, Md. 


UST 26 years ago this summer it was 
J my privilege to join the obstetrical 
and gynecological department of the 
Peking Union Medical College, where I 
served as a junior member of the staff 
for four years and subsequently returned 
in 1933 for a further two-year period. 
At the time of my first connection with 
the Peking institution, there were two 
members of the house staff, one a resi- 
dent, the other an intern, whose sub- 
sequent contributions to obstetrics in 
China have been so noteworthy that 
it would seem worth while that this 
assembly become acquainted with these 
great leaders of our specialty in China. 

The resident was a Chinese woman 
by the name of Marian Yang. A gradu- 
ate of a mission medical school, trained 
in a mission hospital, she joined the 
house staff of Peking Union Medical Col- 
lege in 1922 and, as I have stated, was 
resident in obstetrics and gynecology 
when it was first my pleasure to become 
affiliated with that hospital. Dr. Yang, 
keenly aware of the deplorable status of 
obstetrics in her country and of the 
countless mothers and infants who were 
sacrificed through negligence, supersti- 
tions, and the gross ignorance of un- 
trained and unclean native midwives, 
saw great visions for obstetrics in her 
country and took steps to make them 
actualities. 


In order to augment her training, she 
came to the Johns Hopkins Hospital for 
a year’s internship, went to England to 
study midwifery methods there, and, de- 
spite the fact that she was a trained 
obstetrician, went through the training 
in that country required for certification 
as a licensed midwife. Then she studied 
midwifery in the Norwegian countries. 
Finally, in 1927, she returned to Peking 
to inaugurate one of the most far-flung 
and salutary programs of midwifery that 
has ever been developed anywhere in 
the world. With the aid of the National 
Government, then located in Peking, 
she established the first midwifery school 
in that city in 1927. It was not long 
before she had 50 young women, all 
high school graduates, enrolled in a three 
year course—young women from every 
province in China. In this school, 
where over 2,000 women were delivered 
annually, these future midwives were 
trained over the long mentioned period 
in the fundamental techniques and 
safeguards of modern obstetrics. The 
first graduates of her school, after 
completing their three year course, then 
returned to their local province to start 
new midwifery schools themselves, under 
Dr. Yang’s remote supervision. Today 
over 50 such schools are in existence, 
still under the general supervision of Dr. 
Yang, who holds the position now as 
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Director of Maternal and Child Hygiene 
in China. 

Prior to the establishment of her first 
midwifery school in 1927, there was not 
a single trained midwife in China and 
only a handful of Chinese doctors who 
were competent in our specialty. Today 
the graduates of her schools are to be 
numbered in the thousands and are 
practising their specialty in the utter- 
most ends of that vast country. Although 
Dr. Yang could not attend this con- 
ference, it seems to me appropriate that 
we pay tribute to this woman who, 
almost singlehanded, has done more than 
anyone else to introduce modern obstet- 
rics to a quarter of the world’s popula- 
tion. 

The other member of the house staff 
whose acquaintance it was my privilege 
to make in 1924, when he was a begin- 
ning intern in obstetrics and gynecology, 
is our speaker this morning, Dr. S. W. 
Lee. His career hes followed a different 
path from that of Dr. Yang, but his con- 
tributions have been equally notable. 
After receiving complete training in his 
specialty at the Peking Union Medical 
College, he was subsequently appointed 
to the Professorship of Obstetrics and 
Gynecology at the Central Medical Col- 
lege in Nanking, where he in turn trained 
hundreds of other young Chinese men 
and women in the principles and practice 
of modern obstetrics; and these young 
men and women in turn went to other 
institutions to train still others, ad in- 
finitum. Just as Dr. Yang’s function has 
been the training of midwives, Dr. Lee’s 
service has consisted of inculcating the 
highest ideals of obstetrics into countless 
physicians. 

It is hence a special privilege for me 
to welcome Dr. Lee to this Conference, 
because his presence here brings back 
memories which extend over a quarter 
of a century. With the coming of the 
war he was forced to move to Formosa, 
and there he is carrying on the same fine 
work that characterized his activities in 


China. The paper he has presented is 
a judicious analysis of maternal and fetal 
mortality in Formosa and is informative 
in many respects. First, let it be noted 
that both the maternal and fetal mor- 
tality rates are low when it is considered 
that the facilities for care in that 
country, both from the viewpoint of per- 
sonnel and equipment, cannot match 
those in most occidental areas. Fur- 
thermore, he has to deal with a less 
enlightened populace, and much educa- 
tional work will be necessary before the 
complete codperation of patients can be 
obtained, a relationship which is pre- 
requisite for good prenatal care as well 
as for optimal neonatal conditions for 
the babies. 

By way of documenting this state- 
ment, let it be noted that the incidence 
of neonatal deaths from tetanus, namely, 
21.5 per cent of the total in 1928 and 
15.1 per cent of the total in 1948, at- 
tests clearly to the fact that extensive 
educational work must be done among 
midwives and mothers in the rudiments 
of aseptic care. The fact that the tox- 
emias of pregnancy stand first as a cause 
of death in his series reflects further, no 
doubt, as Dr. Lee himself indicates, 
inadequate prenatal care consequent 
upon lack of codperation on the part of 
the childbearing women in that country. 
Here again education of the populace 
in the broad field of public health is 
prerequisite to the best results. 

The problems presented by childbear- 
ing in China are so many and vast that 
it is not possible to discuss them at 
length in the few minutes at my disposal, 
but it must be apparent from the few 
remarks I have made, that of funda- 
mental importance are the continuation 
and expansion of the educational pro- 
gram for midwives, doctors, and popu- 
lace which Dr. Yang and Dr. Lee have 
fostered these many years. In the 
quarter of a century that these two 
obstetricians and their many colleagues 
have been attacking these problems, 
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notable benefits have been conferred on 
a substantial fraction of the childbearing 
women of China and their infants. 
Moreover, because of the midwives and 
physicians they have trained to the 
second and third generation, it is to be 
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expected with confidence that these 
benefits will increase in geometrical pro- 
gression, to. the end that-the safety of 
mothers and infants in that great 
country will be immeasurably en- 
hanced. 


Evolution of British Maternity Services 


DOROTHY W. TAYLOR, M.D. 


Senior Medical Officer for Maternity and Child Welfare, Ministry of Health, 
London, England 


I SHOULD like to express my appre- 
ciation of the honor you have paid 
me by your invitation to address this 
Congress. Before so many world-famous 
obstetricians I feel that my story of our 
maternity services may seem tame in 
comparison with the more dramatic 
account of clinical achievement which 
forms the main thesis of the Congress. 

I am sure you will understand that it 
is difficult to cover such a wide field as 
the title of my address suggests in a 
short space of time. However, I will 
try to be concise and to concentrate on 
the basic principles and salient features 
of our service. For this purpose, I pro- 
pose to divide my address into three 
parts: 


1. Historical background of the midwifery 
services. 

2. Development of the maternity services. 

3. Maternity medical services under the 
National Health Service Act. 


We in Britain like to evolve things 
slowly and to build up our institutions 
or services by trial and error. The pres- 
ent maternity services have been 
founded on a sound domiciliary mid- 
wifery service in which the keystone of 
the arch has been the trained midwife 
who is competent to undertake normal 
midwifery, to recognize any deviation 
from the normal, and to decide, on her 
own responsibility, when medical advice 
becomes necessary. In other words, our 
midwives are the practitioners for nor- 
mal cases, as they are in Holland. This 
is an important factor to remember for 
a proper understanding of how our 
maternity services have developed and 


reached their present stage of maturity. 
A flasn-back into the past may help to 
illustrate my point. 

The first historical landmark was 
reached in 1726, when Scotland took 
the lead in instituting a Chair of Mid- 
wifery for the teaching of midwives. It 
is significant that the training in ob- 
stetrics of doctors in Britain did not 
become compulsory for another 160 
years. In the early 1800’s the Obstetric 
Society of London decided to grant a 
diploma to midwives who could display 
a minimum of efficiency. The Midwives 
Institute was founded in 1811 to raise 
the efficiency and improve the status of 
midwives throughout the country. Sixty 
years later it became the College of 
Midwives, and in 1947 was granted a 
Royal Charter. 

From this point onward the history 
of midwifery is largely the story of the 
attempt to build up an efficient and ade- 
quate service by legislation, enactment, 
and statutory regulation. 

A milestone was reached in 1902, 
when the Midwives Bill was placed on 
the Statute Book, and the Central Mid- 
wives Board was established to secure 
the certification of midwives in England 
and Wales, together with local super- 
vising authorities (or health authorities) 
to whom the practising midwives had to 
notify their intention to practise. Little 
further progress was made until the 
Midwives Act was passed in 1936. This 
Act, which did so much to improve the 
status and conditions of work of mid- 
wives, placed on local supervising 
authorities the duty of providing an ade- 
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quate service of trained midwives for 
all mothers desiring to use the service, 
fees being recoverable so far as the 
patient’s income allowed. The Act re- 
sulted in the majority of midwives be- 
coming full-time salaried officers. It 
also empowered the Minister of Health 
to make an order prohibiting the attend- 
ance for gain of any person at a child- 
birth or lying-in, other than a state 
registered nurse or a state certified mid- 
wife, in any area where he was satisfied 
that an adequate service had been pro- 
vided. 

Consequently, from 1936 onward we 
had a fully staffed domiciliary service. 
At the same time, the other branches of 
the maternity services were also being 
further developed. The Maternity and 
Child Welfare Act of 1918 empowered 
local authorities to provide antenatal 
clinics for the routine examination and 
supervision of pregnant women by ex- 
perienced medical officers. These clinics 
were attended by midwives and public 
health nurses who were responsible for 
the individual and group teaching of the 
prospective mothers to prepare them for 
motherhood. 

The midwife who was engaged for the 
confinement attended the clinic with her 
patient whenever possible and was 
present during the medical examination. 
The patient could engage her doctor as 
well, if she could afford to pay his fees; 
otherwise the midwife would summon 
him for medical aid if required. His 
fee would then be paid by the local 
health authority, the mother contribut- 
ing what she could afford. The doctor 
could call in a consultant obstetrician 
for a second opinion if desired, his fee 
being covered in the same way. Two- 


thirds of all births were delivered in the 
homes under these arrangements. 
Sufficient maternity beds were avail- 
able in hospitais and maternity homes 
to care for complicated cases and for 
mothers who wished to be hospitalized 
for their confinement. 


Fees were recov- 
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ered according to the patient’s means 
and no mother lacked a maternity bed 
because of poverty. 

The standard of these provisions 
varied in different parts of the country, 
and in certain areas the maternal mor- 
tality rate was unduly high, thus indi- 


cating that all was not well. In 1935, 
the Ministry of Health undertook a 
special inquiry into the midwifery serv- 
ices in the so-called “black areas.’ 
During this investigation, a number of 
weaknesses in the service were revealed 
which led the Ministry to advise local 
health authorities how they could best 
improve their arrangements for maternal 
care. The main points to which atten- 
tion was drawn included the establish- 
ment of an adequate service of obstetric 
consultants: (1) to assist general prac- 
titioners; (2) to hold consultative ante- 
natal and postnatal clinics; (3) to 
organize emergency obstetric units. 
These “flying squads,” as they were 
called, were based on maternity hos- 
pitals and consisted of an obstetrician 
and a midwife who were always available 
to the general practitioner to go out 
into the home and treat a patient whose 
condition was too grave to permit her 
removal to hospital. Equipped with 
blood transfusion apparatus, they were 
ready to attend cases of shock, hemor- 
rhage, or retained placenta, etc., where 
transfer of the patient to hospital with- 
out special treatment was contraindi- 
cated. 

Other measures which were advocated 
related to the development of more 
antenatal and postnatal clinics, a “home 
help” service and better arrangements 
for the interchange of records between 
doctors, clinics, and hospitals to pro- 
mote continuity of supervision and treat- 
ment. 

The importance of educating mothers 
and the general public to use the 
services provided for the reduction 
of the maternal mortality rate was not 
forgotten, nor was the value of providing 
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extra nourishment for both expectant 
and nursing mothers as required. 

As you will appreciate, the general 
effect of implementing such recom- 
mendations was to improve the efficiency 
of our maternity services, not only in 
the special areas but all over the country. 
These measures, coupled with the in- 
troduction of the sulfonamide drugs in 
1936, effected a noticeable reduction 
in the maternal mortality rate. At the 
turn of the century the rate then classi- 
fied as “mortality of women from 
puerperal causes in childbirth per 1,000 
children born alive” was 4.69. Over 
thirty years later it was still over 4.0 per 
1,000 total births, but the decline began 
in 1935 with a drop to 3.49, and by 1939 
the rate had been reduced to 2.82 per 
1,000 total births. It is good to record 
that the fall continued with little 
fluctuation throughout the war years, 
until in 1948 we had our lowest record 
figure of 1.02. 

Hospital Policy-—So much for the evo- 
lution of the domiciliary services. Be- 
fore the war the Ministry’s hospital 
policy (based largely on the findings 
of the Maternal Mortality Report) was 
to encourage the provision of maternity 
accommodation in departments of gen- 
eral hospitals rather than in separate 
maternity hospitals. It was expected at 
that time that the majority of confine- 
ments would take place in the patients’ 
own homes; nevertheless, the demand for 
maternity beds was increasing rapidly, 
and in some large urban areas by 1938 
at least half the births were occurring 
in institutions (e.g., London 52 per cent, 
Manchester 59 per cent, Leicester 58 
per cent, but Birmingham 33 per cent). 
During this period there was little selec- 
tion of cases for admission and most 
mothers wishing to enter a hospital were 
able to do so. 

By the beginning of the war, there- 
fore, institutional midwifery had ceased 
to be mainly the problem of treating 
the abnormal case and had become one 
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of providing for a smaller number of 
abnormal and a larger number of normal 
cases, especially primiparas and those 
with bad housing conditions. 

During the war, as part of the evacu- 
ation scheme a large number of beds was 
provided in emergency homes for 
selected normal cases evacuated from 
“target” areas. These homes were 
usually established in converted prem- 
ises, provided with simple facilities, and 
linked with hospital units to which 
abnormal cases could be transferred. 
The vital statistics for these homes as 
regards infant and maternal mortality 
and stillbirth rates were good and sug- 
gested that there might be a permanent 
place for such accommodatior in future 
planning. Moreover, the location of 
many of these homes in country areas 
led to more requests for admission of 
local cases, thus adding to the increasing 
demand from urban populations. A 
rising birth rate, together with housing 
shortages following the war, increased 
the pressure on maternity beds. The 
point had now been reached where some 
50 per cent of all births occurred in 
institutions. 

Such was the picture in June, 1948, 
before the National Health Service Act 
came into operation—we had a com- 
prehensive midwifery service, supported 
by general practitioners with consultant 
domiciliary obstetric services and flying 
obstetric squads backed by hospital 
accommodation, as required. The 
obvious weaknesses of the scheme were, 
first, that a general practitioner called 
in by a midwife requiring medical aid 
for a case during labor or the puer- 
perium might not have seen the patient 
before; and second, the medical officers 
at the antenatal clinics, being usually 
full-time officers of the health authority 
engaged in the conduct of maternity and 
child welfare clinics, rarely undertook 
confinements. The antenatal clinics, 


originally established because the then 
general practitioners did not undertake 


i 
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adequate antenatal care for their 
patients, had become an integral part of 
the scheme. They were attended by 
approximately 75 per cent of expectant 
mothers who received a high standard 
of antenatal care. 

If I have made myself clear in the 
foregoing remarks, you will understand 
that our maternity services were well 
developed but lacked continuity of 
medical care. The introduction of the 
National Health Service Act enabled us 
to provide additional maternity medical 
services by grafting them onto the exist- 
ing arrangements for maternal care. 
Before describing this new part of the 
service in detail, I should like to remind 
you of the main objects of the Health 
Act and how it is hoped they will be 
achieved. 

The chief purpose of the Act is to 
provide medical advice and care for 
every man, woman, and child who needs 
them. The term “medical care’’ covers 
the whole range of service, from the 
nurse and family doctor to the hospital 
and consultant. For administrative 
reasons, the service is divided into three 
main branches: 


1. The hospital and specialist services, which 
are administered by 14 new Regional Hospital 
Boards and Hospital Managements Commit- 
tees. 

2. The local health services, which are the 
responsibility of the major local health 
authorities (the County Councils and County 
Boroughs). 

3. The general practitioner services, which 
include those of the doctor and dentist and 
are organized by local executive councils. 


These three parts of the service are 
coordinated by means of regional and 
local committees on which the different 
interests are represented. 

It was clear that special arrangements 
would have to be made to enable the 
expectant mother to have the doctor of 
her choice. At the same time we 


wanted that doctor to have had post- 
graduate experience in obstetrics but 
this was difficult to arrange. 


Those 
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doctors who were regarded locally as 
having the necessary experience are 
termed general practitioner obstetri- 
cians and their names are included on a 
list called the ‘Local Obstetric List.” 
This attempt to provide a specialist 
service does not, however, exclude the 
ordinary family doctor from booking a 
case for antenatal care and the confine- 
ment if he, and his patient, wish to enter 
into such an arrangement. 

Under the regulations, a doctor 
undertaking maternity medical care is 
required to contract with the patient to 
provide the following minimal services: 


1. To undertake antenatal care, including 
an initial medical and obstetric examination at 
the first visit. 

2. To reéxamine the patient at the 36th 
week of pregnancy and at any other time that 
he thinks necessary. 

3. To attend the patient at the confinement 
if he considers it desirable or if summoned by 
the midwife. 

4. To provide medical supervision for 
mother anc child for 14 days after the con- 
finement if required, and finally postnatal care, 
including a medical and pelvic examination 
of the mother at or about 6 weeks after 
delivery. 


That is the scope and range of the 
service for which a comprehensive fee of 
7 guineas (or about $21) is paid to the 
general practitioner obstetrician. The 
fee is the same whether or not the doctor 
attends the confinement. 

It might make it clearer if I applied 
this description of the service to an indi- 
vidual case, showing the relationship 
between the doctor, midwife, and the 
other members of the obstetric team. 

When a woman thinks she is pregnant, 
she probably first consults her family 
doctor. If he confirms the diagnosis of 
pregnancy and does not wish to under- 
take the case, he will advise the expec- 
tant mother to select a general practi- 
tioner obstetrician from the obstetric 
list. The latter will then make a com- 
plete medical and obstetric examination, 
and will advise the patient whether or 
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not she should have her confinement at 
home, depending on the history and 
normality of the case and the home con- 
ditions. If hospitalization seems advis- 
able, the doctor will refer his patient to 
the hospital, which will then assume re- 
sponsibility for the antenatal, natal, and 
postnatal care. If the decision is in 
favor of a home confinement, the ex- 
pectant mother will engage a midwife, 
as well as the general practitioner 
obstetrician. Unless the general prac- 
titioner obstetrician wishes to assume 
complete responsibility for the ante- 
natal care he may agree to his patient’s 
attending the nearest local health 
authority antenatal clinic for the more 
frequent and routine antenatal super- 
vision which is so desirable. 

There, at the clinic, the mother will 
have her urine and blood pressure ex- 
amined, her blood taken for Wassermann 
and Rh testing. She will receive in- 
struction in the preparation for mother- 
hood, care of the breasts, diet, exercise, 
etc. She will be advised to attend the 
clinic monthly in the early months of 
pregnancy, be visited by her midwife in 
the home for the latter’s share of the 
antenatal care, and be advised on the 
preparation for the confinement. At the 
36th week the mother will return to her 
doctor for further obstetric examination 
and study of her case. If any abnor- 
mality has arisen during pregnancy, the 
clinic doctor will have advised the gen- 
eral practitioner obstetrician of the 
condition. 

At the more frequent visits to the 
antenatal clinic in the latter months of 
pregnancy, the mother will have a 
demonstration of the use of the gas and 
air apparatus, so that she will be familiar 
with the administration of analgesia, by 
the midwife trained to use it, during the 
second stage of labor. If all goes well, 
and unless the doctor and mother wish it, 
the general practitioner obstetrician 
will not attend the confinement unless 
he is sent for by the midwife. The 


procedure to be followed should have 
been decided in previous consultation 
between the doctor and midwife. 
Whether or not the doctor attends the 
confinement depends on the circum- 
stances of the case, but he will complete 
his maternity medical care by under- 
taking a postnatal examination, includ- 
ing a pelvic one, at the sixth week. 

Such is the practice in an ordinary 
case, but at any stage of pregnancy, or 
labor, or the puerperium, the doctor has 
available at his disposal the services of 
a consultant obstetrician or the flying 
obstetric squad in the home, or he can 
transfer his patient to the nearest hos- 
pital if the need arises. 

So much for the professional aspects 
of the maternity medical service. Now 
let us consider the health and welfare 
side. 

When pregnancy is confirmed by the 
general practitioner obstetrician, the 
patient is referred to the local food office 
to obtain her unborn baby’s ration book. 
The expectant mother is now entitled 
to one pint of cheap milk per day, free 
cod liver oil or vitamin A and D tablets, 
and cheap concentrated orange juice, 
extra eggs, cheese, butter, and fats, and 
an additional half ration of meat (you 
know, we are still strictly rationed in 
Britain). For the confinement, the 
mother is eligible for a free maternity 
outfit containing all the necessary equip- 
ment required by the attendant for the 
home delivery and the necessary dress- 
ings throughout the puerperium. If re- 
quired, a home helper may be available 
to take over her domestic duties in the 
house during the labor and lying-in 
period. The midwife visits her twice a 
day, for the first few days, to nurse her 
and bathe the baby. These visits are 
continued daily, until the midwife’s re- 
sponsibility ceases on the fourteenth 
day. The birth will have been noted 
to the Medical Officer of Health and the 
public health nurse takes over the case 
and advises the mother on her own 
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health and that of the baby, until she 
can bring it to the child welfare center 
about the third or fourth week. Here 
the infant is weighed and examined, and 
advice is given by the clinic doctor. 

The daily pint of cheap milk is con- 
tinued for the nursing mother, or is 
given to the child if artificial feeding is 
required. The baby now gets the free 
cod liver oil and cheap orange juice until 
it is five years old. The mother is en- 
couraged to bring the child regularly 
to the clinic, and the periodic home 
visits are continued until the child at- 
tains school age. 

That is our scheme. Now, how has 
it worked in the 20 months since July, 
1948? As in all services, the machinery 
devised to operate them has to be tested 
and given time to settle down to a 
normal rhythm. In a number of areas 
difficulties arose. Some doctors did not 
understand that they received their 
comprehensive fee even when they did 
not find it necessary to attend the con- 
finement. This confusion caused appre- 
hension among some midwives, who felt 
that they had lost prestige and status 
by becoming maternity nurses acting 
under medical direction. Other doctors 
failed to appreciate that they were now 
members of the obstetric team and did 
not always advise their patients of the 
other benefits available to them under 
the scheme, such as attendance at the 
antenatal clinics with their facilities for 
teaching mothercraft and for routine 
supervision, taking of blood, etc., which 
are not so readily provided in the 
doctor’s busy surgery. 

As a result of some of the confusion, 
Medical Officers of Health feared that 
the standard of antenatal care might 
have deteriorated in their areas, where 
fewer mothers were in attendance at the 
antenatal clinics. But all these dis- 
ruptions can be, and are being, overcome 
by a more general appreciation of the 
need for codperation by every member 
of the obstetric team. If the best pos- 
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sible maternity service is to be provided 
under the National Heaith Service, the 
general practitioner, the midwife, the 
antenatal clinic, and the pathologist as 
well as the Medical Officer of Health and 
his staff, the hospital and specialist serv- 
ices, all have their parts to play for the 
good of the mother and her child. 

The administrative division of the 
services into three parts, hospital, local 
health authority, and local executive 
council, has given rise to criticism in 
some circles. We are aware of the diffi- 
culties that are bound to occur, but as 
time goes on and in the light of experi- 
ence, adjustments will be and are being 
made to promote smooth running and 
improved efficiency where these seemed 
lacking. 

Coérdination of the three parts 
of the service can be achieved by 
means of local maternity committees 
on which are represented the different 
interests concerned. In many areas 
these committees have been established 
and are working well, ironing out diffi- 
culties and adjusting the service to the 
needs of the particular area. The Min- 
ister has a Standing Advisory Committee 
on Maternity and Midwifery Services 
to consider the varicus problems as they 
arise and to advise him on measures for 
improving and coérdinating the service. 

If we are patient and constructive in 
our outlook, I think we can look forward 
to the organization of an obstetric serv- 
ice of selected general practitioner 
obstetricians to support the midwife, 
with all the hospital and consultant 
facilities of the area within call as re- 
quired. The development of better 
housing conditions, home help schemes, 
anj improved hospital accommodation 
will still further complete the service. 
We have accomplished a certain amount, 
but there is still much to be done and 
we are by no means complacent. 

It is too early to assess accurately the 
merits or demerits of these new addi- 
tions to our maternity service. I have 
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tried to give you briefly a fair and frank 
picture of what we have done. Mistakes 
may have been made and only time will 
show whether our efforts to improve the 
maternity services will achieve their 
objective. Measures to save maternal 
and infant lives deserve the highest pri- 
ority and demand the best professional 
skill that is available, whether it be in 


the home, the hospital, or a government 
office. These forces have been marshalled 
in Britain in launching the National 
Health Service. 

The future will decide whether or not 
we have been successful, and the results 
will be reflected in the vital statistics 
and in the health and welfare of our 
mothers and children. 


Discussion 
JOSEPH S. COLLINGS, M.B. 
Research Fellow, Harvard School of Public Health, Boston, Mass. 


Be: TAYLOR has given us an excel- 
lent and concise account of the 
history and development of midwifery 
services in Great Britain and an equally 
good account of the shape of affairs at 
this time. 

The importance of this history cannot 
be overemphasized. Until introduction 
of the National Health Service in July, 
1948, there was equilibrium so far as 
maternity services were concerned. We 
might say that there was a triangle of 
action, with the well trained midwives 
at the apex and the general practitioners 
and specialist obstetricians at the base. 
With the granting of a Royal Charter to 
the College of Midwives in 1947, one 
would have thought that this equilibrium 
would have continued for many years. 

However, for reasons which need not 
be discussed here, the obstetric care pro- 
visions of the new service, as it were, 
rotated this triangle of action and 
brought the general practitioner to the 
apical position, relegating the midwife to 
the base. The consequences of this are 
many and important and I will discuss 
some of them. 

First of all, let me point out that the 
patterns of obstetric care vary from 


country to country and even from one 
geographical area to another within any 
given country. For example, as Dr. 
Taylor has pointed out, a very signifi- 
cant proportion of confinements in Great 
Britain are done in the homes by trained 
midwives, and this also is the case in 
Holland. Here in the United States, at 
least in the urban areas, an ever increas- 
ing proportion of confinements is done 
in large institutions under the direction 
of specialist obstetricians. Even in re- 
mote rural areas the younger practition- 
ers are sending mothers to city hospitals 
for delivery and attention by obste- 
tricians, rather than face the problems 
of domiciliary confinement. In New 
Zealand there has developed a pattern 
of care in which the general practitioner 
plays the role of the specialist in normal 
midwifery; there he conducts his con- 
finements with the help of a maternity 
nurse, in small nursing homes built for 
this purpose. 

All these patterns have their good and 
their bad points, and the validity of 
any one of them can be substantiated 
by ever better figures for maternal and 
infant mortality and morbidity. 

I would be the last to challenge the 
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wonderful contribution made by the 
British midwives, and when one knows 
personally the handicaps under which 
they have had to work—handicaps of 
bad housing, sometimes bad nutrition 
among the mothers and babies they deal 
with, difficulties of transportation, and 
sometimes even simple hygiene—one’s 
admiration is unlimited. 

But I think we must ask ourselves the 
question, in spite of all that has been 
achieved, is this the best method of 
obstetric care? And we must again ask, 
is the disturbance of equilibrium I re- 
ferred to justified, in the short run or in 
the long run? 

I pointed out that the general prac- 
titioner has supplanied the midwife at 
the apex of the triangle of obstetric 
action. The immediate consequences of 
this are undeniably bad. Many of these 
practitioners are plainly not competent 
in the art and skills of even normal mid- 
wifery. Largely because so many of 
these practitioners and their prede- 
cessors shed or failed to meet, for what- 
ever reasons, their responsibility for 
antenatal and obstetric care, we have 
seen the growth, development, and sta- 
bilization of the maternal and child wel- 
fare clinic and the program of domicili- 
ary midwifery by trained midwives. 

Within the new service in Britain the 
classification of general practitioner 
into g. p. obstetrician and g. p. non- or 
better, semi-obstetrician, is tacit profes- 
sional recognition of this state of affairs. 
Many of these men, particularly in the 
latter group, are frankly not interested 
in the problems of antenatal and obstet- 
ric care. However, because a statutory 
fee is now involved for this work it is 
only human that the doctor should want 
to exercise his prerogative in this field. 

I do not think it is necessary to elabo- 
rate on this point. The obvious direct 
dangers are self-evident and in my recent 
survey of Britain I saw plenty of ob- 
jective evidence which indicated that 
these dangers were more than hypothet- 
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ical. Many midwives and obstetricians 
with whom I spoke were hoping that the 
general practitioners would “book” cases 
(which alone renders them eligible for 
payment) but would leave the care of 
the mothers to the midwives, obstetri- 
cians, and maternity and child welfare 
clinics. 

In the short run there is no doubt 
at all in my mind that the immediate 
results of this disturbance of equilib- 
rium must be bad—bad not only in the 
direct way of exposing mothers and 
babies to the unnecessary hazards of 
peor care, but bad also indirectly in so 
far as all this is having an adverse effect 
on the morale of and recruitment to the 
midwifery services. 

However, what happens in the long 
run is perhaps more important, and that 
raises the question of what is the best 
pattern for normal obstetric care. 

In my opinion, if the term “family 
doctoring” is to have real meaning, then 
the family doctor must be responsible 
for the full care of the normal expectant 
mother—antenatal, delivery, and post- 
natal care, and subsequently for the care 
of the child in health and through the 
whole range of the “normal” illnesses 
of childhood. Either this, or we must 
accept the fact that “family doctoring” 
in this enlightened day and age is an 
impossibility and that the dictates of 
modern medical knowledge and _ tech- 
nique demand the fractionation of care 
into many specialties. Personally I do 
not accept this as a fact and I am pleased 
to see the general practitioner in Britain 
resuming responsibility for obstetric 
care. However, I must add some quali- 
fications to this expression of pleasure: 


1. If the general practitioner is to resume, 
or in some cases assume, these responsibilities, 
everything possible must be done to see that 
he attains the highest standards of work. Re- 
grettably, there is to date little evidence that 
steps are being taken in this direction. 

2. It would be easy for the responsibilities 
for normal midwifery to pass from the hands 
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of the midwives to the hands of the obstetric 
specialists working in large institutions, with 
the general practitioner acting as no more than 
a temporary intermediary in the transaction. 
This is a real and (in my opinion) undesirable 
possibility, and could well eventuate unless 
the general practitioners really accept their 
responsibility and give cognizance to the 
question of quality of work. 


I have labored this question of the 
changing pattern of obstetric care in 
Britain quite deliberately, because unless 
there is full recognition of the signifi- 
cance of this change, we might well see 
the destruction of an effective maternity 
service which at present operates within 
the limits of the national economy and 
the substitution of a new institutional 
specialist service, infinitely more expen- 
sive and of dubiously greater merit. On 
the other hand, if we recognize the 
significance of what is happening, we 
can do a great deal not only to advance 
the quality of maternity services but 
also to bring reality to the present some- 
what mythical “family doctor” concept. 

Before concluding, I should like to 
deal with one specific point in Dr. 
Taylor’s address. If we analyze the 
account she has given of how the ex- 
pectant mother receives her attention 
during pregnancy, we find that as many 


as five separate medical agents can 
come into the picture—the family physi- 
cian, the g. p. obstetrician, the midwife, 
the hospital, and the maternal and child 
welfare clinic—and it is possible that the 
individual mother can be shuffled from 
one to the other of these agents numer- 
ous times during her pregnancy. In 
reality she rarely deals with more than 
two of these agents, but in normal cases 
this is just one too many and the sooner 
care of the expectant mother is person- 
alized and concentrated in the hands of 
one competent person, the better. This 
person should surely be the “family 
doctor.” This is most certainly possible 
within the terms of the National Health 
Service in Britain. 

In conclusion, I must agree with Dr. 
Taylor that the measure of success of 
what we are trying to do in behalf of 
our expectant mothers and expected 
children “‘will be reflected in the vital 
statistics and in the health and welfare 
of our mothers and children,” but I 
would also add that some of the human 
imponderables associated with all aspects 
of medical care (and not least with 
obstetric care) cannot be measured by 
a statistical yardstick. We must none- 
theless not lose sight of these. 
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HE Health Insurance Plan of 
Greater New York began service in 
March, 1947, under the New York State 
Insurance Law as a voluntary nonprofit 
enterprise to provide comprehensive 
medical care to insured families through 
general physicians and specialists organ- 
ized as medical group practice units. 
Under this prepayment plan, which has 
been in operation for only three years, 
almost a quarter of a million persons are 
receiving preventive, diagnostic, and 
curative medical services without any 
financial or other deterrent. The pre- 
mium covers the complete cost, and 28 
medical groups located in various parts 
of the city provide these services to the 
subscribers in their homes, in medical 
centers, in physicians’ offices, and in 
hospitals, in return for capitation pay- 
ments. This paper will report upon the 
maternity service rendered during the 
period of a year, from July 1, 1948, to 
June 30, 1949, when the family enroll- 
ment in the Plan went from 100,000 to 
almost 200,000 persons 
The insured population consists in 
large part of the employees, together 
with their eligible dependents, of the 
United Nations and of the City of New 
York, including large enrollments from 
the public schools and institutions of 
higher education, the transportation 
services, the Departments of Sanitation, 
Parks, Public Works, the Courts, and 
many smaller municipal units, as well as 
some social agencies, labor unions, and 
employee groups in private employment. 
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The majority of the families are in a 
low-income category. 


THE HIP PROGRAM 

To perform the medical services 
guaranteed to subscribers, HIP enters 
into contracts, not with individual phy- 
sicians but with organized medical 
groups, now numbering 28 scattered 
throughout New York City. The groups 
are composed of 25 or more general 
physicians and specialists. They are 
expected to develop genuine group prac- 
tice with properly equipped medical 
centers. The subscriber first chooses his 
medical group and then one of the gen- 
eral physicians on its staff to serve as his 
“family doctor.” Prominent among the 
12 major specialties in every group are 
obstetrics-gynecology and pediatrics. 

Persons on the basic premium for 
family coverage pay $34.56 per year for 
one person, $69.12 for a couple, and 
$103.68 for three or more persons. 

People are enrolled in employee 
groups, the employers paying at least 
half of the premium. With the employer 
paying half, the cost to an unattached 
worker is 33 cents a week, to couples 66 
cents a week, and for a family of any 
size about $1 a week. HIP has many 
families with five or more persons to be 
covered at those rates. 

The medical groups receive a capita- 
tion payment of $23.04 per year for 
every member of each family, even 
though there may be 14 members. At 
the present moment the 28 medical 
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groups are receiving capitation payments 
in the amount of $5,500,000 a year for 
the medical care of 235,000 persons. 
The groups, which are partnerships, 
remunerate their members by salaries 
based on their rank and the time they 
devote, whether full time, half time, or 
quarter time. Most members of the 
groups still continue to do ordinary pri- 
vate practice as well. 

All HIP subscribers are expected to 
carry hospital insurance under a separate 
contract and all specialists must have 
hospital privileges. 

There are no waiting periods under 
HIP coverage, and responsibii:.y is ac- 
cepted for preéxisting conditions. 
Within a few months after the Plan had 
been launched, obstetrical deliveries 
were therefore being performed as a part 
of the benefits to which enrollees were 
entitled. At present the HIP medical 
groups are reporting about 130 deliveries 
per month. 


QUALIFICATIONS OF HIP PHYSICIANS 

The qualifications of all physician 
members of medical groups are scru- 
tinized with care by the HIP Medical 
Control Board, a body composed of 
physicians nominated by the HIP Board 
of Directors, by the New York Academy 
of Medicine, and by the county medical 
societies. The medical groups also have 
representation on the HIP Medical 
Control Board, one from the groups in 
each borough of the city. 

Altogether there are approximately 
845 physicians serving on the staffs of 
the 28 groups, 334 general physicians, 
and 511 specialists. In March, 1950, 
there were 28 men serving as chief 
obstetrician-gynecologists and 32 as as- 
sociates. Of the 28 chiefs of obstetrics 


and gynecology, 24 are diplomates of 
the American Board of Obstetrics and 
Gynecology, another is an attending 
obstetrician in an approved hospital, and 
the other 3 are rated as fully qualified 
by the Medical Control Board; that is, 
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these men presented credentials that in 
the opinion of the Medical Control 
Board justified their acceptance as 
chiefs in this service. Of the 32 asso- 
ciate obstetricians, 10 are diplomates of 
the American Board and 22 presented 
credentials that were acceptable to the 
Medical Control Board. 

In the beginning the medical groups 
were free to decide how the service to 
maternity patients would be divided, as 
between general physicians and obstetri- 
cians. Since every group had to have an 
obstetrician-gynecologist on its staff, it 
was of course expected that in all in- 
stances in which the medical group 
looked to its general physicians for 
obstetrical services, the obstetrician 
would serve as a consultant. But from 
the beginning, a majority of the medical 
groups routinely referred all pregnant 
women to their obstetricians. In May, 
1949, the HIP Medical Control Board 
ruled that “all obstetrical services shall 
be rendered by the chief and/or his asso- 
ciates who meet the qualifications as set 
for them in the medical standards, except 
that a general physician, with the ap- 
proval of the chief of this service, may be 
permitted to provide obstetrical care in 
a normal pregnancy when the subscriber 
specifically requests his services.” Since 
then, 90 per cent of all HIP deliveries 
are made by obstetricians. The chief of 
the obstetrical service is held responsible 
for all obstetrical services rendered by 
the group and is expected to arrange a 
schedule whereby either he or his asso- 
ciate is available at all times for emer- 
gency care. 


DEFINITIONS AND MEASURES OF COM- 
PARISON OF HIP WITH OTHER 
EXPERIENCE 

For a population of the size of the 
HIP enrollment, the number of births 
reported by the medical groups is low. 
In part this arises from the age-sex 
composition of our insured population; 
it has a deficit of young women in the 
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early childbearing ages. (See Figure 1.) 
Second, it has had an ascending enroll- 
ment, with some entrants coming into 
the Plan pregnant but with all their 
arrangements for confinement made else- 
where. Both they and the medical 
groups are loath to disturb those ar- 
rangements. We also know that some 
of the older women were unwilling to 
transfer to new obstetricians for their 
current confinements, although their 
private physicians often used HIP 
medical groups for the more expensive 
laboratory services. 

We are unable, therefore, to establish 
as yet a true birth rate for HIP female 
enrollees of childbearing age. On the 
other hand, pending the 1950 census re- 
turns, New York City is also unable to 
establish a rate for such women in the 
general population because, although it 
knows the number of live births, it does 
not know the size of the population of 
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women among whom these births have 
occurred. Rates of incidence of ob- 
stetrical problems based upon estimated 
total population have no statistical 
validity. But there are data on some 
phases of the total obstetrical experience 
in New York City against which the 
HIP experience can be set. 


THE MORTALITY EXPERIENCE 

During the specified year a total of 
1,015 deliveries coming within the defi- 
nition were fully reported by 71 physi- 
cian members of medical groups; with 
10 sets of twins, there are 1,025 infants 
to be accounted for. A diligent inquiry 
on each delivery routinely reported to 
HIP brought to light no maternal death. 
Further inquiry was made about every 
woman dying from puerperal causes re- 
ported to the New York City Health 
Department during the 12 month period 
under review to ascertain whether or not 
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TABLE 1 


Percentage Distribution of Infants Born Alive or Dead by Parity and Age of Mother 
New York City, 1948, and HIP, Year Endc’? June 30, 1949 


Number 
of 
Infants Total 
Live Births 
Primiparas: 
New York City * 65,690 100.0 
HIP 448 100.08 
Multipara: 
New York City ! 92,279 100.0 
HIP 557 100.0* 
Fetal Deaths 2 
(Gestation 28 weeks 
and over) 
New York City ? 3,065 100.05 
HIP 20 100.0 


Percentage Distribution—Age of Mother 


~ 

Under 25-34 35-39 40 Years 

25 Years Years Years and Over 
43.2 0 0.6 
22.8 65.2 9.2 2.4 
0.9 61 14.1 3.1 
5.5 62.3 25.7 5.4 
24.8 $1.7 16.3 5.7 
15.0 50.0 20.0 15.0 


1 Data from Report of the Department of Health, 1941-1948, City of New York, Tables 2 and 3, pp. 306-309. 
2 Data by age of mother and parity not available for New York City for fetal deaths involving gestation of 28 


weeks or more. 
*0.4 per cent, age not reported. 
#1.1 per cent, age not reported. 
51.5 per cent, age not reported. 


the woman had been attended by a 
HIP physician. This check was made 
not only to guarantee that no such case 
had escaped the knowledge of the medi- 
cal group through the failure of the doc- 
tor to report it, but also to learn of any 
death that might have occurred where 
a woman had had an abortion or a mis- 
carriage, since women with pregnancies 
thus terminated are not covered in this 
report. No woman whose death was 
due to puerperal causes could be iden- 
tified as an enrollee attended by a HIP 
physician, so that there are no data on 
maternal mortality to be reviewed in this 
report. There were 20 fetal deaths and 
9 neonatal deaths. 

With the HIP population deficient in 
women in the earlier childbearing ages, 
the HIP experience in obstetrics natur- 
ally shows higher proportions of older 
women who received such services than 
are found among the delivering women 
reported to the Health Department. The 
proportion of HIP primiparas, 35 to 39 
years, was more than twice that reported 
for the City of New York and those over 
40 years were four times that proportion. 
Multiparas of 35 to 39 years in the HIP 
groups were reported in almost twice the 


city proportion, as were those of 40 
years of age and over. 

The following facts are especially 
significant in view of the higher ages cf 
the HIP women: (1) There was no 
maternal death. (2) The ratio of fetal 
deaths in the third trimester of preg- 
nancy to .ive births is approximately the 
same as that for the younger women 
reported to the city. (3) The neonatal 
mortality was less than half that of the 
city as a whole. These three facts sug- 
gest that the quality of care provided 
under the HIP program conforms to 
prevailing medical standards. It is true 
that the number of HIP cases is not 
large and that in another year this expe- 
rience may not be repeated, but this is 
the record on a full year’s operation, 
which is the best we can do in submitting 
evidence on the outcome of the HIP 
experience to date. (See Table 1.) 


THE CLINICAL EXPERIENCE 

In Table 2 you will find for the 1,015 
deliveries an analysis of five factors in 
relation to each other: the ages of the 
mothers, their parity, the presence of 
complications of pregnancy, the factor of 
prematurity, and finally, the deliveries 
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which were spontaneous, instrumental, 
and operative. Against these background 
factors, the footnotes indicate the fetal 
and neonatal deaths. This table consti- 
tutes a rough outline of the total body of 
clinical facts and forms the basis of the 
further description of the HIP expe- 
rience. 

In examining the categories here 
used, it should be borne in mind that: 

1. All reported pregnancies of 28 
weeks or over were included and the 
physician’s statement as to maturity 
and prematurity was accepted, except 
that deliveries with issue weighing less 
than 534 pounds were classified as pre- 
mature irrespective of the statement of 
the physician as to the period of gesta- 
tion. 

2. Prenatal complications of preg- 
nancy include both those which are the 
complications of pregnancy as such and 
the reported extrapuerperal conditions, 


such as heart disease, arthritis, diabetes, 
and syphilis. The uncomplicated cases 
are those characterized by the attending 
physician as having had no complica- 
tions of either type. 

3. Instrumental deliveries do not here 
include the low forceps cases, since the 
use of this technique was found almost 
routine among some physicians and the 
New York City Health Department also 
reports very frequent use. Episiotomies 
were not counted, since they are of no 
special significance and are routinely 
performed where indicated. The deliv- 
eries here classified as instrumental con- 
sisted of those in which mid forceps were 
used and of those with version and 
breech extraction with forceps. No case 
of the use of high forceps was reported 
in our series. 

4. The operative deliveries included 
Caesarean sections of all types. Perhaps 
the most significant fact to be noted 


* Footnotes to Table 2. 


1 Includes a fetal death, cause not stated, with breech 
extraction. 

2 Includes a neonatal death during first day caused by 
atelectasis. 

* Includes two fetal deaths, one from atelectasis, other 
(with breech extraction) due to compression of 
umbilical cord. 

‘Includes two fetal deaths, one macerated fetus 
(mother had Rh sensitivity), other due to prolapse 
of umbilical cord. 

SIncludes a neonatal death at 28th day, due to 
Mongolism. 

® Includes a fetal death due to intrauterine compres- 
sion of cord (fetus macerated). 

7 Includes a neonatal death at 3rd day due to dia- 
phragmatic hernia. 

® Includes a fetal death due to premature separation 
of placenta (version and breech extraction). 

® Includes a fetal death, macerated fetus (8 months 
gestation). 

10 Includes a fetal death (a twin) due to atelectasis, 
delivery assisted frank breech (8 months gestation). 

11 Involves a fetal death due to premature separation 
of placenta, period of gestation not stated, weight 
4 Ib. 14 oz. 

12 Includes a fetal death due to atelectasis, mother hav- 
ing arrested pulmonary tuberculosis; also a neonatal 
death during first day due to intraventricular 
hemorrhage, mother having severe vaginitis. 


13 Includes a fetal death due to Mongolism (fetus 
macerated), mother having Rh sensitivity and history 
of syphilis. 

14 Includes a fetal death due to anencephalia, mother 
having mild toxemia. 

% Involves a fetal death, cause not stated, mother 
having bleeding in second trimester (7 months 
gestation). 

16 Includes two fetal deaths, one due to toxemia (8% 
months), other due to diabetes of mother (8 months). 

7 Involves a fetal death due to toxemia (7 months). 

18 Involves a fetal death due to toxemia (7% months). 

Involves a fetal death due to premature separation 
of placenta, period of gestation not stated, mother 
having vaginal bleeding; and a neonatai death at 4th 
day due to Mongolism (8 months), mother also 
having vaginal bleeding. 

2° Involves the neonatal deaths of twins at second day 
(6% months) due to prematurity—weights of 1 lb. 
9 oz. and 1 Ib. 11% oz.—delivery with breech extrac- 
tion, mother having slight vaginal bleeding. 

21 Involves a neonatal death at second day due to 
atelectasis (7 months), Caesarean performed, mother 
having slight vaginal bleeding. 

22 Involves a neonatal death at third day due to aspira- 
tion pneumonia with atelectasis (7% months), 
Caesarean performed, mother having toxemia. 

28 Includes a fetal death due to central placenta previa, 
Porro Caesarean, mother also having fibromyomata 
uteri, period of gestation not stated (5 lb. 1 oz.). 
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from these figures is that 727 women 
(302 primiparas and 425 multiparas), 
or 72 per cent, carried their children to 
full term without complications and bore 
them spontaneously, and another 121, 
or 12 per cent, who had complications 
during pregnancy, likewise reached full 
term and delivered spontaneously. Of 
these 848 women, 12 lost their babies, 9 
as fetal deaths, and 3 as neonatal mor- 
talities. 


COMPLICATED PREGNANCIES THAT WENT 
TO TERM 

Among 130 full-term complicated 
pregnancies there were only 3 fetal 
deaths. Toxemia of pregnancy appeared 
in 24 cases; in only one did a fetal death 
occur, due not to the toxemia but to a 
congenital abnormality (anencephalia). 
Uterine bleeding was a complication in 
15 cases, and hyperemesis gravidarum or 
severe nausea in 9 cases, but no fetal 
deaths resulted in these 24 pregnancies. 
Of the nonpuerperal complications asso- 
ciated with full-term pregnancies, the 
most frequently reported (28 cases) 
were lesions of the genital tract, such as 
fibromyomata, ovarian cysts, cervical 
polyps, and monilia vaginitis. One of 
these cases had bilateral ovarian cysts 
removed during the first trimester with- 
out interrupting the pregnancy. Some 
of the other nonpuerperal complications 
were cardiac diseases, 13 cases: throm- 
bosed hemorrhoids, 8 cases; pyelonephri- 
tis, 6 cases; and syphilis, 6 cases. None 
of these pregnancies ended in a fetal 
mortality except one with syphilis, which 
had the additional complication of Rh 
incompatibility of the parents. 


COMPLICATED PREGNANCIES WITH 
PREMATURE DELIVERIES 

Sixteen women out of 1,015 had com- 

plicated pregnancies ending in prema- 

ture deliveries. They accounted for 7 

of the 20 fetal deaths and 5 of the 9 

neonatal deaths. Three of the stillbirths 


occurred in women with toxemia and 3 
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in cases of uterine bleeding during the 
last trimester. One of these had fibro- 
myomata uteri and pyelonephritis, in 
addition to a central placenta previa. It 
was found necessary to do a Porro 
Caesarean section on this woman be- 
cause of massive hemorrhage. The 
seventh fetal death in a complicated 
pregnancy was associated with diabetes 
that was difficult to control. During 
pregnancy the woman went alternately 
from insulin shock to diabetic acidosis. 
Premature delivery of a stillbirth 
resulted. 


THE MODE OF DELIVERY 

The third table in our series sets forth 
the data on the mode of delivery of the 
1,025 infants and compares the HIP 
experience with that of all obstetrical 
cases in New York City during 1948. Of 
all infants born alive or dead in the HIP 
experience, spontaneous deliveries were 
reported in 90 per cent of the cases, 
instrumental in 7.3 per cent, and opera- 
tive interventions in 2.7 per cent. In 
the 1948 experience of the city as a 
whole with live births and fetal deaths 
occurring in the third trimester, 91.8 per 
cent of the deliveries are reported as 
spontaneous (including low forceps), 3.4 
per cent as instrumental, and 4.7 per 
cent as operative cases. Of the 28 
operative deliveries of HIP patients, 17 
were for primiparas and 11 for multi- 
paras. Of the latter, 7 had had operative 
deliveries in previous pregnancies. (See 
Figure 2.) 

These findings on mode of delivery 
for the HIP cases are of special signifi- 
cance in the light of the ages of the 
women who were under HIP care. Had 
the HIP population been constituted as 
was that of the mothers in the general 
population of New York City, the rate 
of operative interferences, which was 40 
per cent lower than that for the entire 
city, would in all probability have been 
still lower. 

Table 4 sets forth the rates among 
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TABLE 3 


Percentage Distribution by Mode of Delivery, All Infants Born Alive or Dead 
New York City, 1948, and HIP, Year Ended June 30, 1949 


All Infants Born Alive or Dead 


HIP, Year Ended 
New York City * June 30, 1949 
c 

Line Mode of Delivery Number Per cent Number Per cent 
1 Total, lines 2, 8, 13, and 16 160,938? 100.0 1,025 100.0 
2 Total, lines 3-7 inclusive 147,768 91.8 922 90.0 
3 No operative procedure 60,729 37.7 ) 

4 Episiotomy only 34,951 21.7 } 903 88.1 
5 Low forceps 49,016 30.5 J 

6 Version withoui forceps 328 0.2 0 0 
7 Breech extraction without forceps 2,744 La 19 1.9 
8 Total, lines 9-12 inclusive 5,425 3.4 75 7.3 
+ Mid forceps 4,892 3.1 69 6.7 

10 High forceps 63 — 0 0 
ll Version with forceps 27 —3 4 0.4 

12 Breech extraction with forceps 443 0.3 2 0.2 
13 Total, lines 14 and 15 7,603 4.7 28 2.7 

14 Caesarean section, all types 6,873 4.3 27 2.6 
15 All other operative procedures 730 0.4 1 0.1 

16 Not stated 142 0.1 0 0 


1 Data from Report of the Department of Health, 1941-1948, City of New York, Tables 2? and 3, pp. 306-309. 

2 An additional 11,049 fetal deaths (apparently involving periods of gestation less than 28 weeks) reported the 
following modes of delivery: dilatation and curettage, therapeutic abortion, spontaneous abortion (dilatation and 
complete), illegal abortion, and ectopic gestation. The classification by period of gestation gives 3,065 as 
total fetal deaths after 27 weeks, 10,592 less than 28 weeks, and 361 — period not reported. This classifica- 
tion by mode of delivery infers that 2,969 cases reached the 28th week, leaving a discrepancy of only 96 
infants between the two classifications. 

* Less than (.1 per cent. 


TABLE 4 
Rates for Operative and Instrumental Procedures by Age of Mother for Infants Delivered in 
New York City, 1947 and 1948, and by HIP Physicians, Year Ended June 30, 1949 


(Data for New York City Taken From Report of Department of Health, 1941-1948. City of New York: 1947 
Statistics from pp. 258-261, 1948 statistics from pp. 306-309.) 


Rate, Injants with Specified Number of Infants Born 
Mode of Delivery per 100 Infants Alive or Dead, with 
Born Alive or Dead Specified Mode of Delivery 
New York City “ew York City 
-Age of Mother HIP® HIP 
at Delivery 1947 1 1948 2 1947 1948 
Delivered Operatively 
All Ages 4.36 4.72 2.73 7,605 ¢ 7,603 5 28 
Under 25 years 2.43 2.69 2.21 1,354 1,459 3 
25-34 years 4.30 4.77 2.47 4,160 4,158 16 
35-39 years 8.73 9.20 3.19 1,573 1,486 6 
40 years and over 14.05 14.22 6.82 $17 498 3 


Delivered Instrumentally 


All ages 3.45 3.37 7.22 6,014¢ 5,425 75¢ 
Under 25 years 2.97 3.25 11.03 1,653 1,762 15 
25-34 years 3.73 3.48 5.86 3,608 3,027 38 
35-39 years 3.56 3.27 8.51 642 $28 16 
40 years and over 2.99 3.08 11.36 110 108 5 


11947 rates for New York City computed on besis of distribution of 174,230 infants born alive or dead and 
reaching 28 weeks or more. 

21948 rates for New York City computed on basis of distribution of 161,034 infants born alive or dead and 
reaching 28 weeks or more. 

® Rates for HIP, year ended June 30, 1949, computed on basis of distribution of 1,025 infants born alive or 
dead and reaching 28 weeks or more. 

4 One infant delivered with age of mother not reported. 

5 Two infants delivered with age of mother not reported. 
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RATES OF OPERATIVE AND INSTRUMENTAL PROCEDURES BY AGE OF MOTHER 
FOR CHILDREN DELIVERED IN NEW YORK CITY, 1942, AND BY HIP, YEAR ENDED JUNE 30, 1949 


RATES PER i00 
LIVE BIRTHS AND FETAL DEATHS 


OPERATIVE 


WEW YORK CITY 


UNDER 25 YEARS 25-34 35-39 40 YEARS 


AMD OVER 
AGE GROUP OF MOTHER 


NoTE 


the several age groups for operative and 
for instrumental deliveries in New York 
City in 1947 and 1948, for comparison 
with the HIP experience. In the general 
city experience the rate of operative 
interventions rises to 14 per cent among 
the older women, but no such rate char- 
acterizes the deliveries of older women 
in the HIP group. But again the num- 
bers in the HIP experience are very 
small. 

The comparatively low proportions of 
operative interventions at age levels over 
25 years among the HIP patients are 
paralleled by relatively higher propor- 
tions of mid forceps deliveries at all age 
levels. The figures suggest that in some 
of the HIP cases the use of instruments 
to effect the delivery substituted for the 
resort to surgery. 


FETAL DEATHS 
The loss of twenty infants in fetal 
deaths represents a shade less than 2 
per cent of the HIP infants reaching the 
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Based on data set forth in Table 4. 


third trimester of pregnancy. This rate 
approximates the general rate as re- 
ported for New York City in 1948, 
which was 1.9 per cent. Although all 
fetal deaths in the HIP group were 
reported, the same cannot be said for the 
cases reported to the city. In the EMIC 
experience (1943, 1944, 1945) it was 
found that 14 per cent of the fetal deaths 
in the third trimester were not reported 
to the Health Department. Therefore, 
the HIP rate may have been less than 
that for the city as a whole. 


NEONATAL MORTALITY 

Of the 1,005 babies born alive, only 
9 died during the first months of life. 
This neonatal mortality rate is a little 
less than half that of the City of New 
York in 1947 and 1948. Of these cases 
5 were premature births. 


PRENATAL AND POSTPARTUM SERVICES 
Of the women who were covered by 
HIP throughout the period of their 
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pregnancy, 70 per cent began their pre- 
natal visits to the doctor at or before the 
third month of pregnancy and 94 per 
cent by the end of the fifth month. 
Thereafter, uncomplicated cases show 
the usual monthly visits through the 
eighth month and weekly visits there- 
after. Complicated cases were treated as 
needed. 

Laboratory services for the Rh factor, 
urinalyses at each prenatal visit, and 
hemoglobin tests are done routinely on 
all patients. X-ray examinations for 
pelvimetry and other purposes were 
made for cases not hospitalized, as 
seemed necessary to the physicians. One 
hundred cases were given x-ray examina- 
tions for pelvimetry or for other condi- 
tions. 

In the complicated cases, all the 
modern diagnostic aids were available to 
the extent needed and, of course, with- 
out charge to the patient. In cases with 
heart disease, tuberculosis, diabetes, 
arthritis, etc., the obstetrician was free 
to call upon other specialists in the 
medical group for consultations and co- 
operative services. 

Postnatal check-ups within a period 
of four to six weeks were routine prac- 
tice, with full facilities for all further 
services that might be indicated. 


SERVICES TO THE NEW-BORN 
Children routinely come under the 
care of pediatricians during the first 
year, unless the family prefers the gen- 
eral physician, and in the case of many 
of the medical groups, the children 
remain under the pediatrician’s care to 
the age of 13. Utilization studies have 
found that the monthly visit to the doc- 
tor is in full effect for HIP babies. 


TEAMWORK MEDICINE 
In HIP theory, teamwork medicine is 
at the service of the obstetrical patient 
as of all other patients, and we see that 
teamwork growing and developing. The 
pediatrician comes into active play im- 


w 


mediately after the child’s birth, as well 
as other specialists for both mother and 
child, with the family doctor seeing the 
whole family and its various needs. 
Guided by experts at HIP headquarters, 
the groups are moving toward better 
efforts in health education, including, of 
course, stress on nutrition and on the 
importance of even earlier inauguration 
of prenatal service. This, we believe, 
must form the basis of the modern 
health program, after impersonal en- 
vironmental sanitary conditions have 
been brought under control. 


CONCLUSION 

A study of 1,015 deliveries of women 
provided with obstetrical services under 
the Health Insurance Plan of Greater 
New York during a 12 month period 
reveals the following: 

1. The proportion of HIP primiparas, 
35 to 39 years, was more than twice that 
reported for the City of New York, and 
those over 40 years were four times that 
proportion. HIP multiparas of 35 to 39 
years of age were reported in almost 
twice the city proportion. as were those 
of 40 years and over. 

2. In the HIP experience there were 
no maternal deaths. 

3. The HIP ratio of fetal deaths in 
the third trimester of pregnancy to live 
births is approximately the same as 
among the younger women reported to 
the city. 

4. Neonatal mortality (9 per 1,000 
live births) was less than half that of the 
city as a whole (20.1 per 1,000) during 
approximately the same period. 

5. Surgical intervention (Caesarean 
section) was reported in 2.7 per cent of 
the deliveries, compared with 4.7 per 
cent for the city generally. 

In summary, it can be said that the 
present volume of HIP experience en- 
ables it to predict that on its present 
premiums it can provide obstetrical and 
pediatric care comparable to that given 
by the community’s best medical re- 
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sources. As such care forms an integral 
part of comprehensive and well admin- 
istered medical group practice dedicated 
to family service, it should in time 
considerably exceed in quality the serv- 
ices now generally available to New 
York City’s population in the middle 
and lower income groups. 

It should again be emphasized that 
the Health Insurance Plan of Greater 
New York is voluntary and is financially 
solvent. As an experiment in providing 
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prepaid medical care through group 
practice of medicine, it is demonstrating 
its ability to furnish preventive as well 
as early diagnostic and curative services 
of truly comprehensive scope to an in- 
sured population without any financial 
deterrents to full utilization of physi- 
cians’ services. In this report of its 
Division of Research and Statistics, the 
obstetrical experience of HIP is used as 
one of the many available yardsticks for 
measuring the adequacy of these services. 
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Discussion 


BENJAMIN P. WATSON, M.D. 


Professor Emeritus of Obstetrics and Gynecology, Columbia University College of 
Physicians, and President, New York Academy of Medicine, New York, N. Y. 


iy George Baehr has given us a very 
objective account of a year’s work 
in obstetrics carried out under the aus- 
pices and direction of The Health In- 
surance Plan, one of the voluntary 
insurance plans at present in operation 
in the City of New York. 

The essential element in this plan, 
commonly known as HIP, is that each 
center in a district is manned by a group 
of doctors representing all the branches 
of medicine, so that the patient enrolling 
under it can have the services of a gen- 
eral practitioner and of any specialist 
he or she may require in the center, in 
the office of the doctor, in her home, or 
in the hospital. It is a form of group 
practice. Dr. Baehr has explained how 
the doctors are chosen so as to insure 
the competence of each member of the 
team. 

Thus the patient requiring obstetrical 
care can have a trained and certified 
obstetrician and he in turn can call upon 
the pediatrician to take care of the baby 
from the time of its birth, or upon any 
physician or surgeon in the group should 
their advice and services be necessary. 

This free and unrestricted consulta- 
tion is of obvious advantage to the 
patient and it gives to her all the ad- 
vantages that our ward patients have 
in obstetrical units attached to general 
hospitals. 


The advantages to the patient of this 
type of service are shown by the figures 
Dr. Baehr has presented which we all 
generally accept as reflecting the quality 
of obstetrical practice. 

First, maternal mortality—none in 
over 1,000 deliveries. 

Second, neonatal mortality—9 per 
1,000 live births, as against -20.1 per 
1,000 for the city as a whole, and this 
with a Caesarean rate of only 2.7 per 
cent, as against 4.7 per cent for the city, 
the low incidence of severe pregnancy 
toxemia, and the low incidence of fetal 
death when toxemia was present. 

Dr. Baehr recognizes that valid de- 
ductions cannot be drawn from 1,000 
cases, but the analysis so far made gives 
good grounds for hope that the same 
happy results will be achieved as the 
years go on and more and more patients 
take advantage of the scheme. 

It must, of course, be borne in mind 
that practically all these patients were 
delivered in hospitals to which the ob- 
stetricians were attached, and some of 
the credit must be given to them. Pre- 
natal care and supervision are, however, 
given by the doctors in their offices or 
at the centers. All will agree that this 
is a most important part of maternity 
practice and to it must be attributed the 
low incidence of severe toxemia and of 
general cardiac and other complications. 
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Obstetrics in a Primitive African 


Community 


LEONARD GOODMAN, M.D. 
Obstetric Surgeon to the Gold Coast Colony, (Accra) British West Africa 


i? a Congress of this nature—where 
moc 2rn methods and recent advances 
in obstetrics are being intensively dis- 
cussed—it is perhaps salutary or even 
chastening to recall that large areas of 
the inhabited globe are still in the primi- 
tive state; and that in these areas the 
light of scientific medicine is just be- 
ginning to show the inhabitants the road 
to health and happiness. In few places 
has this development been so rapid as in 
British West Africa, but such develop- 
ment has of necessity been uneven and 
at this moment we can see every stage 
of progress between the primitive and 
the modern in relatively small area. It 
is the practice of obstetrics in that par- 
ticular part of Africa and under those 
conditions that I hope to describe. 

The area upon which I intend to con- 
centrate is the British Crown Colony of 
the Gold Coast. It is situated just north 
of the equator in the center of that vast 
coast line previously denominated “the 
White Man’s Grave.” For Africa it is 
not a large territory, being about the size 
of the State of Montana, but within its 
borders are several physical and climatic 
variations and many tribes with varying 
degrees of development and culture. This 
area is of special interest to the inhabi- 
tants of the United States, since it was 
from this “Slave Coast” that the fore- 
bears of the Negro population of the 
North American continent were mainly 
derived. 

Briefly, the Colony consists of a 
coastal plain, a central tropical rain 
forest, and a northern savannah belt 
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which gradually and eventually merges 
into the arid Sahara. The inhabitants 
of the coastal area, having been in com- 
mercial contact with other nations for 
500 years, are relatively the most ad- 
vanced, while the tribes living in the 
north have similarly been affected by 
Mohammedan influence from across the 
desert. In the area between, the dense 
forest has isolated the people and main- 
tained them in the relatively primitive 
state, and notwithstanding some notable 
exceptions, the people of this area may 
be regarded as those most strongly at- 
tached to primitive customs and prac- 
tices. 

As it is the obstetrical aspect which 
particularly interests us here, you may 
be interested in learning of customs and 
certain fetish or juju practices connected 
therewith and which are still current in 
this territory. 

Marriage takes place early in life, 
usually between 13 and 18 years, the 
younger age being more common in the 
northern areas. Ellis? has recently in- 
vestigated the age of onset of menstru- 
ation and has discovered that it is not 
as was commonly assumed—significantly 
lower in this area than in girls in Europe. 
Menstruation is generally regarded as 
unclean and menstruating women are de- 
barred from fetish areas. In some 
coastal areas, the pubertal girl is decked 
with beads and ceremonially offered to 
the sea at the onset of menstruation, and 
similar rites pertain in other parts of 
the Colony. 


In some West African tribes, es- 
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pecially in some areas of Ashanti and 
Fanti territory and in Nigeria, the 
bride-to-be is sent away to a “Fatting 
House,” where her female relatives-in- 
law keep her in close confinement for 
several months during which time she is 
overfed in an endeavor to bring her to 
that state of obesity which among 
those particular tribes is regarded as a 
sign of extreme beauty and fitness for 
marriage. This, however, is not a 
universal custom in this part of Africa 
and, in fact, especially in the less 
sophisticated areas, economic necessity 
requires that she take her place in the 
husband’s community as soon as she is 
able to wield the agricultural imple- 
ments essential for the maintenance of 
the family land. 

Polygamy is practically universal, but 
intricate and well defined orders of 
precedence in the household are recog- 
nized. In all but the poorest establish- 
ments each wife has her own hut or part 
of the compound, in which she cares for 
her own children, and in many cases the 
responsibility for the support of such 
children is hers alone. Many women, 
especially in the more populous areas, 
maintain flourishing businesses by trad- 
ing in the markets. Sterility is regarded 
as a shameful thing and women go to 
great lengths to achieve pregnancy. 
Magical charms and native medicines in 
great variety are employed. Among the 
former, certain “fetishes” or “jujus” 
have a high reputation, and the barren 
women will visit there at definite times 
with an appropriate offering as fee for 
the custodian. 

White cockerels, sheep, or goats play 
a big part in these secret rites, and sub- 
sequent pregnancy after such visits de- 
mands suitable thank-offerings. In some 
areas a barren woman is given to the 
fetish and should she subsequently be- 
come pregnant, the child also belongs to 
the fetish. In the Fanti area it is re- 
garded as a gracious act for a recently 
delivered woman to place the placenta in 


the suitable place for barren women to 
urinate upon it. This is regarded as a 
particularly strong juju, and for the 
privilege it is usual for the mother to 
receive two or three pennies from the 
aspirant. 

In some coastal tribes, barren women 
will carry about with them, concealed in 
their clothing, carved wooden dolls. 
These are not models of babies but of 
adult women with very prominent signs 
of fertility. Such dolls, if kept in close 
contact with the body, are supposed to 
influence similar developmental changes 
in the wearer. In parts of Togoland a 
pair of carved ivory figures representing 
man and wife are carried for the same 
purpose, as also are charms of various 
types. 

Medicines made from herbs, roots, 
and parts of animals are in great 
demand and are sometimes supplied by 
the fetish for a fee. The organs of gen- 
eration from animals and birds are often 
included in the medicine. These when 
taken by mouth, fortunately, have usu- 
ally only a transitory effect upon the 
digestive tract, but those applied per 
vaginam often cause grave scarring and 
contraction to which I will later refer. 

In addition to preparations of pepper, 
croton oil leaves, mangoes, and other 
vegetable substances, I have also seen 
caustic soda crystals used for this pur- 
pose, and the subsequent scarring and 
cicatrization and its influence on delivery 
should pregnancy occur can well be 
imagined. 

Notwithstanding that there are a con- 
siderable number of taboos associated 
with pregnant women, the normal work 
in the compound or field is carried on, 
as it is commonly believed that hard 
work in pregnancy makes for a hardy in- 
fant. To prepare the pregnant woman 
and to “strengthen the child” much 
native medicine is consumed. This may 
be compounded of herbs and vegetable 
materials, but large quantities of well 
advertised household remedies put up by 
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trading firms are also purchased for this 
purpose in the towns. 

The actual delivery is usually super- 
vised by the girl’s maternal grandmother 
and the remainder of the female relatives 
under her direction. Occasionally a 
male native herbalist may be requested 
to render assistance, and the fetish 
priest is consulted in cases of difficulty 
or danger. His aid is usually by means 
of drugs and douches, rarely by manual 
interference. Delivery takes place usu- 
ally in a squatting position although 
among certain tribes the kneeling posi- 
tion is more common. Among those 
untouched by modern medicine I have 
never seen spontaneous delivery occur 
in either the lateral or dorsal position, 
and we might with profit ponder upon 
the effect of the kneeling or squatting 
position on change in pelvic shape and 
of the best use of the forces of expulsion. 

In cases of slow or difficult labor, 
various methods are attempted to expe- 
dite delivery. The vagina may be lubri- 
cated with “shea butter,” a natural fat 
from the shea tree (Butyrospermum 
parkii). Pressure upon the fundus by 
several onlookers has its advocates and 
in some cases actual jumping upon the 
pregnant abdomen is performed. All 
manner of charms and mixtures may be 
inserted into the birth canal, and I am 
not now astonished to discover fruits, 
berries, animal excrement, and other 
foreign objects in the fornices when ex- 
amining cases of obstructed labor. The 
mixtures are not always put there as 
charms, but with the specific intention 
of causing a relaxation of the cervix. 
Unfortunately, many of the prepara- 
tions used are extremely excoriating, 
and massive sloughing of cervix, vagina, 
and sometimes bladder eventually results 
from this cause. Extensive blistering 
of the labiae is also produced, and occa- 
sionally the fetal head is affected and a 
sloughing of the caput not infrequently 


occurs. 
In the Kusasi area of the far north, 
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obstructed labor is regarded as a sure 
sign of the unfaithfulness of the woman, 
and the unfortunate creature is sub- 
jected to three days cross-examination 
by the husband’s family in an endeavor 
to extract a confession. It is believed 
that if this is given, the baby will then 
be born. After three days in labor and 
if no confession has been extracted, the 
woman is then taken to the fetish, where 
for two further days rites and sacrificial 
ceremonies are performed, and it is only 
after the fifth day that the woman, be- 
ing considered incorrigible, is taken to 
the nearest government hospital, where 
usually a craniotomy and extraction re- 
lieve her sufferings and demonstrate the 
creation of a vesicovaginal fistula. 

After delivery, the cord is divided by 
tearing or cutting but ligatures are 
rarely used except in those areas where 
this has been seen practised by trained 
midwives. The fetal end is sometimes 
covered with a styptic paste made of 
ground-up snail shell or cow dung which 
has been cooked in vegetable oil and is 
applied very hot. 

During labor the parturient woman is 
often given a thick porridge made of 
cassava, corn, or millet. This is sup- 
posed to give her strength ana to insure 
a firm contraction of the uterus after de- 
livery. As these gruels consist largely of 
carbohydrates, the sustenance is prob- 
ably of value, while the uterine con- 
traction is symbolized by the ball of 
thick meal. A decoction of the roots 
of the neem tree (Azadirachta indica) 
is supposed to have a specific value in 
stopping postpartum hemorrhage, and 
for this purpose it is a very popular 
remedy with every tribe in this Colony. 

Except in some remote areas, where 
they are put on the beach or left in the 
bush to die, twins are not regarded with 
disfavor. Twins of the same sex are 
preferred to those of differing sexes. It 
appears that since the boy wil! wish to 
follow his father fishing or hunting and 
the daughter her mother in the field and 
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compound, they will cause disharmony 
in the home, and twins, who should wish 
to be together, will be disunited by the 
traditional allegiance to the respective 
parents. 

Twinning is common, and in the last 
year’s figures at the Maternity Hospital, 
Accra, it occurred 25 times in 1,129 
deliveries, i.e., about 1 in 45 deliveries, 
which is almost double the incidence 
given in American and English statistics. 
It is, however, very common for one or 
both twins to die. In the former case, 
women of certain coastal and Togoland 
tribes who have thus been bereaved 
have the custom of carrying a wooden 
doll representing the dead twin. This is 
based upon the belief that the evil in- 
fluence which has killed the first may 
have its attention wholly occupied by the 
model and leave the survivor alone. To 
this end also, in some tribes, the mother 
and surviving twin are secretly removed 
to another village in the hope that the 
evil spirit will not be able to trace 
them there. 

The new-born child is usually washed, 
but in many areas water is so scarce 
that this would be impracticable, and the 
vernix is removed with the aid of coco- 
nut or palm oil or shea butter. Imme- 
diately after parturition, the father of 
the child will have fetish rites to perform 
and later, usually on the eighth day, the 
new-born is exhibited to the relatives. 
This ceremony—known as the “out- 
dooring”— is also the occasion upon 
which the name is bestowed, and in some 
tribes there is a definite name for male 
and female according to the day of the 
week upon which the birth took place. 
This ceremony differs according to the 
tribe and area but nearly always in- 
cludes a libation made to the ancestral 
spirits by pouring gin upon the ground, 
an act performed upon all occasions of 
more than usual importance and not 
specifically related to the “outdooring” 
ceremony. 

In some of the more remote areas 
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there is a custom of applying a slab of 
clay or cow dung over the anterior 
fontanel of the baby’s hid soon after 
it is born to prevent evil spirits from 
entering the skull and causing convul- 
sions. The slab is allowed to remain for 
several months. Tribal marks may be 
incised in the face of the infant during 
the first few days of life and are part 
of a complicated system whereby the 
child is permanently identifiable as a 
member of a specific family in a certain 
tribal group. In some areas, tribal mark- 
ing is falling into disuse, since it is re- 
membered that slaves were formerly 
branded and such marks are regarded as 
connoting inferior origin. Not all facial 
incisions, however, are necessarily of 
this nature, since in certain areas they 
are regarded as a specific against con- 
vulsions. They may also be made 
deliberately to disfigure a child, to make 
it unattractive to the evil spirits, and 
this is usually done if the previous baby 
had died soon after its birth. 

Polydactyly is common, and together 
with other congenital deformities is re- 
garded as due to misconduct of the 
mother, or to her having ridiculed a per- 
son similarly affected. In cases of con- 
genital deformity some coastal tribes 
perform a complicated ceremony on the 
beach, where the child is laid down and 
requested to indicate whether it is ani- 
mal or human. In the former case it is 
requested to disappear into the sea and 
trouble the family no more. The parents 
and interested relatives then hide, leav- 
ing the child with the fetish priest, who 
after an interval fires a gun to indicate 
that the decision has been taken and 
usually, upon their return, the child is 
missing. To be born with teeth is re- 
garded as particularly undesirable and 
these are usually removed, as also are 
supernumerary digits. 

Death of the mother undelivered is 
regarded with universal horror, and 
should it occur, the fetus is removed 
from the abdomen before burial. It is 
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widely believed that the child has 
malignantly destroyed its mother, and 
unless released from its prison the spirit 
will return into the uterus of another 
member of the family and again cause 
death. Certain remote tribes still de- 
stroy the surviving child of a woman 
dying in childbirth to punish it for hav- 
ing killed its mother, while in less primi- 
tive areas such children have certain 
taboos associated with them for the 
remainder of their lives. 

Weaning is a long process which 
usually depends upon the interval before 
the next child is born. In any case, 
suckling at the breast usually continues 
for four or five years. From the age 
of a few months, however, food masti- 
cated by the mother is transferred 
directly from the mother’s mouth to that 
of her infant. 

I have observed a strange phenomenon 
where the grandmother of a child whose 
mother has died in childbirth or very 
soon afterward has been able, after a 
short interval of treatment with certain 
native herbs, to suckle her grandchild, 
notwithstanding that she herself may 
have had no child for many years. Since 
the preparation of this paper similar 
occurrences have been reported from 
French Equatorial Africa (Rutishau- 
ser ?). 

It is upon this background of primi- 
tive civilization that modern medicine 
has been introduced, but I should be 
doing the Gold Coast Colony a grave 
disservice if I permitted the impression 
that this Colony is still entirely an area 
of primordial savagery. This is of 
course not so, and those areas of the 
country where primitive peoples and 
customs do persist daily become smaller. 
The agencies responsible for this en- 
lightening process—namely, rising eco- 
nomic standards, transportation, and 
education—are, however, precisely those 
which enable the people to seek modern 
medical assistance, and so for some time 
to come the hospitals in the towns will 
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continue to have a certain number of 
patients from the more backward com- 
munities. 

Perhaps here a few words concerning 
the position of the British Colonial 
Medical Service in this changing scene 
would not be out of place. 

Although medical staff sailed in the 
vessels making trading and exploratory 
voyages to this coast from the 15th 
century onward, they were not per- 
manenitly posted there until the late 18th 
century. Living in the trading posts 
established along the coast, their duty 
mainly consisted in attending the Euro- 
pean staff and the slaves awaiting ship- 
ment. At the Congress of Berlin in 
1885 the Colonial Powers accepted the 
principle of promoting the “moral and 
naterial well-being of the native popula- 
tion,” but Gold Coast records show that 
a medical service for this purpose was 
already well established by that date. 

Rapid trade developments opened up 
more of the hinterland at the same time 
that tropical medical science was taking 
shape; bringing therapeutics into direct 
contact with primitive peoples. But it 
was due to the introduction of organic 
arsenicals at the beginning of the present 
century that modern medicine was so 
largely accepted by these peoples. The 
dramatic response of yaws—an almost 
universal pestilence—to arsenic therapy 
at once established the confidence of the 
people in the medical service. So marked 
is this confidence that to the present 
day a doctor is regarded as very incom- 
petent unless his scheme of therapeutics 
includes injection—preferably an ex- 
tremely painful one. 

From the beginning of the present 
century much pioneering work has been 
done by medical men in distant and 
isolated areas under great handicaps, 
and the establishment of bush hospitals 
has been steadily accomplished. 

In 1928 the first hospital in the 
Gold Coast Colony entirely devoted to 
obstetrics was opened in Accra and it 
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is there that we can study with modern 
methods the problems of midwifery in 
primitive peoples under tropical con- 
ditions. 

The response to modern obstetrics is 
directly related to the degree of contact 
with modern medicine as a whole, and 
this is in turn a measure of the degree 
of education in the respective areas. 
Antenatal care comes naturally to these 
women, since it has been the immem- 
orial custom for them to consult the oid 
women of the tribe, and the transition 
from grandmother to trained native mid- 
wife is not great. It is to be regretted 
that practically all the patients who now 
attend antenatal clinics regard them 
mainly as social gatherings with the 
opportunity of obtaining free or cheap 
medicine, and unless they feel unwell, 
little regard is usually paid to advice. 
The medicines still have a fetish quality 
and are taken with avidity. They do, 
however, provide the opportunity of 
treating anemias, chronic malaria, and 
helminthiasis. Having registered with 
the hospital as antenatal cases, the 
women invariably report if they become 
ill for any reason and thus our ante- 
natal wards contain a large variety of 
conditions associated with but not 
necessarily related to pregnancy. 

Admission to hospital requires per- 
suasion unless the condition of the 
patient is grave or has already proved 
resistant to native therapy. Since its 
inception 21 years ago, the reputation 
of the Maternity Hospital in Accra has 
grown so much that cases now travel 
up to 100 miles or more for treatment. 
This hospital has more than 27,000 
antenatal attendances and 2,500 admis- 
sions annually. It deals almost entirely 
with the complications of pregnancy and 
delivery; normal labor being usually 
conducted in the houses of the patients 
by native midwives trained in the Mid- 
wifery School attached to the Hospital. 

What are our major problems? First 
of all, we have the ever present menace 
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of malaria. In this hyperendemic area 
the importance of malaria to obstetrics 
is not easy to assess, since most of the 
adults have developed an immunity and 
the occasional attack of malignant 
tertian fever usually results in little 
upset or anxiety in the nonpregnant 
woman. The degree of hyperendemicity 
can be judged from a recent survey by 
Colbourne, Edington, and Hughes* in 
a village of 255 inhabitants in the 
vicinity of Accra in which malarial 
parasities were present in the peripheral 
blood of 31.7 per cent and the spleen 
was enlarged in 45.5 per cent. Of 913 
patients admitted to the Maternity 
Hospital, Accra, last year for the treat- 
ment of a variety of pathological con- 
ditions associated with the antenatal 
period, 15.4 per cent were simple cases 
of clinical malaria; and in routine 
examination, of 6,925 consecutive ad- 
missions to the Maternity Hospital 27 
per cent were found to have parasites in 
ithe peripheral blood (Russell *). 

Over several years it has become 
apparent that malaria is probably the 
most potent cause of premature de- 
livery—usually about the twenty-fourth 
week. It is also responsible for neonatal 
death in the first month of life and 
parasites have not infrequently been 
demonstrated in the new-born of the 
third day. Anemia associated with 
pregnancy is very prevalent, and my 
colleague Dr. Edington, of the Medical 
Research Institute, Accra, has recently 
shown that the most common type is the 
normocytic orthochromic, which ac- 
counts for 63 per cent of all cases of 
anemia investigated at the Maternity 
Hospital, Accra; and the macrocytic and 
microcytic, representing 26 per cent and 
11 per cent, respectively. 

Considerable efforts are made in our 
antenatal clinics to bring the hemato- 
logical picture to normal before delivery, 
by disinfestation of helminths, treat- 
ment of malaria, and in severe cases by 
hospitalization for intensive therapy 
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based upon the hematological findings. 
The response to intensive iron therapy— 
in severe cases by the intravenous 
route—with the saccharated oxide, has 
in my experience been remarkable, even 
in the macrocytic group. The sickling 
trait is of course a characteristic of 
these people, and in a routine survey of 
2,015 consecutive antenatal cases, 17.3 
per cent sickled. It would appear that 
the majority of those so affected pass 
through life without any complication 
from this cause. In 2,577 admissions 
to the Hospital last year, only 3 cases 
of sudden death which could be attrib- 
uted to the dramatic sickle cell crisis 
occurred. It was thought that the 
number of deaths among children of 
mothers possessing the trait might 
significantly exceed the number of 
deaths in children of mothers not so 
affected. Examination of the figures did 
not support this (Robinson °). 

The obvious signs of malnutrition in 
women attending the antenatal clinics 
are few, and adult malnutrition is not 
marked in the coastal areas, although 
splenic with hepatic enlargement is 
relatively common. In the more pros- 
perous areas such malnutrition is due to 
ignorance and persistence in dietary 
habits, rather than from poverty. In 
the village survey previously mentioned, 
the incidence of the dual enlargement 
of liver and spleen was greater in women 
than in men and the investigators con- 
sidered that this might be due to a nu- 
tritional element in the presence of a 
constant physiological drain related to 
childbearing and lactation, as there was 
no significant difference in the incidence 
of malarial parasites in the peripheral 
blood of men and women. 

There is no doubt that most infants 
suffer from lack of protein. Owing to 
animal trypanosomiasis there is little or 
no dairy produce and consequently the 
weaning of the child is a hazardous pro- 
cedure. Almost every infant is weaned 


to starch foods derived from cassava, 
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yam, or plantain and the classical pic- 
ture of kwashiorkor disease (Wil- 
liams ®*) or minor degrees of this syn- 
drome described by Waterlow® as 
“fatty liver disease of West Indies” are 
common. 

With the notable exception of the 
Fulani—a nomadic tribe of Hamitic 
rather than Negro origin—the Gold 
Coast woman is short and small. By 
English standards the pelvis is very 
small, and although I am aware of the 
fallacies of method, external measure- 
ments have been recorded in the Ma- 
ternity Hospital, Accra, for many years. 
They yield an average figure of 21.5 cm. 
for the intercristal distance; 19.2 cm. 
for the interspinous; and 16.8 cm. for 
the external conjugate. These measure- 
ments are 20 per cent less in each case 
than the figures usually accepted as 
average for English or white American 
women. The relative contraction in the 
Negro pelvis has been frequently re- 
corded and I note that in recent Ameri- 
can literature jt is stated to occur in 
about 21 per gent of American Negro 
women, i.e.; about four times as fre- 
quently as in white Americans. Stander 
comments in his book ® that perhaps this 
is a sign of degeneration, and particu- 
larly in the colored races a manifestation 
of the imperfect physical development 
incident to living in large cities. I sug- 
gest that there is little doubt that, from 
its almost universal predominance in 
West African races, it is a racial charac- 
teristic and not generally due to 
malnutrition or racial degeneration. 

So long ago as 1904, Riggs }° recorded 
that while contracted pelvis occurred 
much more frequently in the black than 
in the white American woman, operative 
delivery in such cases was much more 
frequently required in the latter. This 
is our finding also, and most European 
visitors to Accra are impressed by the 
small size of the pelvis and astonished 
at the relative ease of delivery. For- 
tunately, our babies are small by English 
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or American standards, but there also 
seems little doubt that the Negro fetal 
head can withstand extreme degrees of 
molding more easily than can that of 
the white baby. It has been suggested 
that there is a hypocalcemia which is 
responsible, but no satisfactory evidence 
of this has yet been produced in the 
Gold Coast. The average weight of 
babies born last year in the Accra Ma- 
ternity Hospital, where there is no evi- 
dence of gross malnutrition, was: male, 
6 Ib. 5 oz. (3,452 gm.) and females, 
6 lb. 1 oz. (2,916 gm.); 3.7 per cent of 
babies were born below 3 Ib. 8 oz. (1,740 
gm.), and 23.4 per cent were born below 
5 Ib. 8 oz. (2,736 gm.). Notwithstand- 
ing their low birth weight, the new-born 
put on weight much more rapidly than 
do European children, and they usuaily 
double their birth weight between the 
thirteenth and twentieth week of life. 

In a specialized hospital of this nature 
we do of course meet with much 
obstructed labor from extreme degrees 
of simple justa minor, but our problems 
in this sphere are largely with the funnel 
pelvis, where obstructed labor from this 
cause represents the commonest admis- 
sion to our septic labor service. 

Unfortunately practically all cases 
have been in labor for several days and, 
as I previously commented, have been 
subjected to native medicine by mouth, 
rectum, and per vaginam. Obstructed 
labor from all the other malpresentations 
occurs as might be expected. Stenosis 
of the cervix and vagina is a common 
cause of obstruction and even of rup- 
tured uterus. This stenosis is almost 
invariably due to damage by native 
medicine applied per vaginam at a pre- 
vious confinement or for sterility, which 
has resulted in extensive scarring and 
contraction of the soft parts. Only once 
have I observed obstruction due to the 
scarring resulting from female circum- 
cision—this mutilation being rare in the 
Gold Coast, except in the most northerly 
areas. 
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Vesicovaginal fistulae are very com- 
mon and unfortunately usually very ex- 
tensive. Most of these prove irreparable 
from below, and if the anus is competent 
they are treated by transplantation of 
ureters into the sigmoid. 

As might be assumed from the fore- 
going, the patients usually arrive at hos- 
pital in an exhausted and extremely 
toxic condition. In many the fetus is: 
already dead and this simplifies the 
problem, as we can proceed to cran- 
iotomy and extraction. Last year in 
Accra we performed this operation 31 
times in a total of 1,129 labors. The 
maternal mortality rate following this 
procedure was 6.4 per cent. Grave de- 
cisions have often to be made with 
reference to Caesarean section in these 
very septic cases where the baby is 
viable. Before the free use of anti- 
biotics, my personal preference—in 
frankly septic cases where the mem- 
branes had been ruptured for more than 
48 hours and native medicine freely ap- 
plied—was for the extraperitoneal sec- 
tion, a method which proved in my 
hands a maternal mortality rate of 9.5 
per cent; and a fetal mortality of 4.75 
per cent; but now that penicillin is 
freely available, the lower segment oper- 
ation is our method of choice and our 
maternal mortality rate for this opera- 
tion in such cases is 3.1 per cent, the 
fetal mortality being 6 per cent. In 
this connection, a further series of extra- 
peritoneal sections with the aid of 
antibiotics in these desperately infected 
cases is now in progress, and the results 
promise to be even better than this last 
figure. 

We perform about 100 Caesarean sec- 
tions yearly. It will be difficult for the 
reader to appreciate that all our 
surgical work has to be done without the 
lifesaving measure of blood transfusion. 
Apart from the primitive abhorrence in 
most of the peoples to the giving and 
taking of blood, the technical difficulties 
of maintaining a blood bank under pres- 
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ent conditions in the Colony have yet to 


be overcome. It is sometimes possible 
with the more educated to obtain donors 
from close personal relatives for planned 
operative procedures, but this facility is 
rarely available for emergencies and 
never in large quantities. 

From the foregoing it will be evident 
that we who are working in West Africa 
are doing so under circumstances of some 
difficulty, and with disadvantages when 
compared with obstetricians in more 
normal surroundings. My colleagues and 
I derive deep satisfaction in overcoming 
such obstacles, but we are deeply con- 
scious that modern hospitals and medical 
science can be of little avail in the re- 
duction of neonatal and maternal mor- 
tality and morbidity until the great bar- 
riers of ignorance and _ superstition 
among the vast population are broken 
down. 

Endemic disease, malnutrition, and all 
the other concomitant problems of our 
work can be conquered only by the 
spread of knowledge and it is by educa- 
tion, and by that means alone, that we 
can hope to achieve real progress. 

In closing, I beg to remind you of the 
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great debt that tropical medicine in 
general, and West Africa in particular, 
owes to that large body of men and 
women who during the last fifty years 
have labored to bring the benefits of 
medical science to the relief of suffering 
among those peoples; and especially to 
my predecessors, to whose devoted serv- 
ice in that particular field of obstetrics 
the Gold Coast Colony owes so much. 
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Discussion: Obstetrics in Indonesia 
R. REMMELTS, M.D.* 


Director, Institute of Preventive Medicine, Leiden, Holland 


ud I say a few words after hearing Dr. 
Goodman's paper, it is not to discuss 
things he told us, but to give some addi- 
tional points about the 16 years I worked 
in Indonesia, then still named Dutch 
East Indies. 


What did we know and what do we know 
about obstetrics in Indonesia? 

We have to separate this into three 
periods. 

1. In the beginning of this century it 
was generally thought that native people 
all over the world had a very easy child- 
birth and that women washed after 
delivery at the river and took up their 
work at once. 

2. When a little more contact between 
native people and European physicians 
was made in obstetrics, this contact was 
made only in complicated cases. 

3. Now we see in the large places also 
a great many women in obstetrical serv- 
ices with prenatal care, without compli- 
cations, and we are able to tell something 
about differences between Europe and 
Indonesia. 

Geographical pathology is important 
also for obstetrics. If we see differences 
in frequency between disease in different 
countries, with different races and differ- 
ent circumstances, this may be able to 
show us the way to more knowledge 
about the etiology of some diseases. 


What was our task in Indonesia? 
Indonesia has a population of 70,000- 
000, with a high birth rate, 40 per 1,000 
in rural districts. There are + 2,500,- 
000 births yearly, spread over a very 
large area. The medical ond obstetrical 
care was, and still is, little, if we make a 


* Formerly Professor of Obstetrics and Gynecology, 
University of Indonesia. 


comparison with the United States and 
Holland. In Indonesia were found be- 
fore the war 1,200 physicians for 
70,000,000; in Holland, 8,000 physicians 
for 10,000,000; and in the United States, 
175,382 physicians for 140,000,000. 


How did we try to provide better ob- 
stetrical care? 

As conditions were so different from 
those in America and Holland, we had 
to do things in another way. Hospitali- 
zation for childbirth as is now available 
in New York for 99 per cent was eco- 
nomically and practically impossible for 
this country, and more than that, not 
necessary. 

Import of physicians from Holland 
took place regularly, but this was not 
sufficient. One of the first rules of 
bringing good medical service to a nation 
is not to give presents only, such as 
hospitals and physicians, but to organize 
something the people can do themselves 
and can pay for themselves. It is the 
only way to assure a permanent function 
of the service. 

Therefore, not only did Indonesians 
come to Holland to the universities, but 
since 1850 the Dutchmen organized 
medical teaching in Indonesia; in the last 
20 years on the same level as in our 
country and also with postgraduate 
teaching for specialists. 

There were also set up schools for 
midwives—a three year course, as in 
Holland—in which country, unlike the 
United States, the midwives conduct a 
large part of the normal deliveries. I 
think obstetrics is done in the best way 
if the work is divided by midwives and 
gynecologists. For the general prac- 
titioner, I do not see a place in obstetrics. 

For such a large country as Indonesia 
it will be necessary to continue to use 
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for many years also such-named persons 
as “help-midwives” and to give some 
teaching to such-named persons as 
“doekoens,” women without any teach- 
ing who have only some experience. 
We do not have to think about these 
things in the United States and Holland. 

The obstetrical department of our 
medical school conducted + 4,000 de- 
liveries a year. There are 7 prenatal 
clinics in different parts of the city; 
+ 3,300 of these births took place in 
the homes of the patients, 700 in the 
hospital because these were emergencies 
or very poor patients. 

There are also two schools for mid- 
wives in the city of Dyaharta (formerly 
Batavia) working in the same way. 


What did we see of obstetrics in Indo- 
nesia compared with obstetrics in Europe 
and the United States? 

I agree with Dr. Goodman that the 
old saying, “The onset of menstruation 
in tropical countries should be earlier 
than in the colder parts of the world,” 
is not my experience. We found the 
onset of menstruation in Java somewhat 
later than in Europe. The climate is 
not the only factor determining the date 
of menarche; there are many other 
environmental factors (nutritional, psy- 
chological) concerned. 

The pelvis of the Indonesian woman 
is smaller, lighter than the European 
(the total stature and weight of the 
Indonesian woman is much less, most of 
them having a weight under 40 kilog. 
(+ 80 lb.). It is important that while 
the transverse diameter of the pelvis 
of the Indonesian woman is much shorter 
than that of the European woman (11 
cm. versus 13 cm.), the conjugate vera 
is nearly the same. The Indonesian 
pelvis inlet has an almost round form. 

Pelvic contraction is rare in Indonesia, 
because rickets is extremely rare. In 
4,000 deliveries a year I had to do only 
1 or 2 Caesarean sections for pelvic con- 
tractions. This is an enormous advantage 
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in a country with so little medical care. 

The other side of the picture is that 
postpartum bleeding is a frequent cause 
of death (one-third of the maternal 
deaths). 

Infection is rather rare. It is a happy 
thing that the unskilled help to the Indo- 
nesian woman in childbirth nearly never 
performs intravaginal manipulation, just 
as in Dr. Goodman’s experience in his 
African community. We saw infected 
cases only where the duration of the 
birth was very long, or where the pla- 
centa was not detached a week after 
childbirth. 

It is a remarkable historical fact that 
although this country formerly was not 
so advanced as to possess hospitals, 
never were there epidemics of fibris 
puerperalis as were known in Europe in 
the 19th century. Now that Indonesia 
has hospitals, we know how to prevent 
infection. 

In pregnancy there is, even as without 
pregnancy, much anemza, but not as 
serious cases as reported in British 
India. 

Syphilis was found in our obstetric 
service in 7 per cent. 

Twin pregnancy in Indonesia is rarer 
(1:85) than in Europe (1:79). 

When I came to Indonesia, I expected 
to see in this country, practically without 
prenatal care, a great many cases of 
eclampsia. I was surprised to find less 
than in Europe. In 1938 at the Inter- 
national Congress of Obstetrics and 
Gynecology at Amsterdam, I told the 
cause of this difference. The nutrition 
(very poor in Indonesia), the small 
amount of salt used, and also the large 
number of children (the larger part of 
the births are multiparous) have been 
mentioned. 

Only 3 per cent of our pregnant 
women showed albuminuria. 

Ectopic pregnancy with full-term child 
is not as uncommon as in Europe. In 
Holland it was seen once in the last 50 
years; in Indonesia I saw a case nearly 
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every year. The patients gave a typical 
history. At the end of a normal preg- 
nancy, they felt some contractions, had 
a little bleeding, and then labor stopped. 
They did not feel any movement of the 
child and came to see us after some 
weeks or months. 

Thrombosis in Indonesian women is 
very rare and I did not see any emboli 
in 27,000 deliveries, 1,200 large opera- 
tions, and 100 Caesarean sections. 
Neither did the head of the Surgical 
Department see any in many thousands 
of operations, nor the pathologist in 
6,000 autopsies. 

Puerperium—tThe native woman usu- 
ally leaves her bed one day after child- 
birth. They will sometimes have, with- 
out medical care, a perineal rupture and 
yet I saw prolapse very seldom. In the 


hospital, we kept them in bed for five 
days and saw other women, with anemia, 
etc., who had to stay longer. 

Concluding, I can say I have learned 
in Indonesia after my experience in 
Europe: 


1. If good obstetrical (medical) care is of- 
fered, it is accepted, notwithstanding old 
customs. 

2. A good medical (obstetrical) service is 
only possible if the nation does it itself and 
pays for it itself. 

3. Good medical education is necessary in 
the country. 

4. For obstetrical success environmental cir- 
cumstances such as nutrition and cleanliness 
are the fundamentals. 

5. Race differences are of lesser importance 
than environmental factors. 

6. Geographical obstetrics can teach us a 
great deal of etiology. 
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JOINT SESSION FOR PUBLIC HEALTH, NURSING AND HOSPITAL 


ADMINISTRATION: RELATIONSHIP OF A HOSPITAL CONSULTATION 
PROGRAM TO THE PRACTICE OF OBSTETRICS AND PEDIATRICS. 


Moderator: LEONA BAUMGARTNER, M.D., Children’s Bureau, Federal Security 
Agency, Washington, D.C. (1949-1950) 


Objectives and Methods of the 
New York City Hospital 
Consultation Program 
SAMUEL M. WISHIK, M.D. 


Director, Bureau of Child Health, New York City Department of Health, 
New York, N.Y. 


ACH year in New York City more 

than 150,000 infants are born 
alive. Ninety-nine per cent of these 
births occur in hospitals and judging by 
newspaper reports the remainder take 
place in taxicabs. There are in New 
York City at present only six licensed 
midwives. Childbirth in this city, there- 
fore, unlike the situation in some other 
parts of the country or other parts of 
the world, is the domain of physicians 
and hospitals. 

The physicians and hospitals of the 
community deserve a large share of 
- credit in the tremendous lowering of 
maternal mortality which has occurred 
over the years. Yet in 1950 in the City 
of New York the largest cause of death 
of women in childbirth was hemorrhage. 
In our time women still bleed to death 
before they can receive adequate blood 
transfusion. They bleed to death not 
at home or in taxicabs but in hospitals. 
Because of this and other considerations 
we cannot permit ourselves to be satis- 
fied with sacrificing one mother for each 
one thousand babies. The threshold of 
the “irreducible minimum” of maternal 
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mortality must be lowered further and 
still further. 

The practising physicians of the city, 
hospital administrators and staff as well 
as board members, sponsoring agencies, 
and others are working for the improve- 
ment of the quality of care given to 
mothers and new-born infants in hos- 
pitals. 

In the following five brief presen- 
tations we should like to _ indicate 
how the Health Department works 
with these groups in the common 
effort to lower mortality and illness con- 
nected with childbirth. The Health De- 
partment, both under its broad powers 
and as detailed in the regulations of the 
Sanitary Code, has authority to regulate 
hospital maternity services. You will 
note that the term used in the topic of 
this discussion is “hospital consultation,” 
not “hospital regulation.” The chief 
emphasis of the hospital program of the 
Health Department is educational rather 
than punitive. It is true that the Sani- 
tary Code does lay down certain mini- 
mum requirements below which no hos- 
pital maternity service is permitted to 
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fall. Even in these minimum require- 
ments the community participated in 
setting up the original regulations and 
in making revisions. Just as the thres- 
hold of maternal mortality is lowered, 
so the community readiness to improve 
the quality of care tendered in all hos- 
pitals increases, and as the community 
moves, the minimum reauirements of the 
Sanitary Code are revised upward. At 
the present time county medical socie- 
ties, the New York Academy of Medi- 
cine, nursing and other professional 
groups, hospital associations, and others 
are participating in making recommen- 
dations for a complete revision of Sec- 
tion 110 of the Sanitary Code which 
relates to hospital maternity services. 

The professional personnel in the 
Health Department working in the hos- 
pital consultation program includes two 
full-time and three part-time pediatri- 
cians, three part-time obstetricians, three 
full-time maternity nursing consultants 
and on a less frequent basis social 
workers, nutritionists, and sanitary en- 
gineers. The presence of part-time 
practising pediatricians and obstetricians 
on the consultant staff is a valuable 
feature. All the medical consultants are 
required to be diplomates of their re- 
spective specialty boards and to hold 
teaching and staff appointments at ap- 
proved hospitals. They receive an ex- 
tended preservice orientation to the 
work and additional training while on 
the job. Each participates actively in 
community and professional committee 
work related to maternity care. 

One of the methods whereby consul- 
tation is given is by means of the hos- 
pital survey. A comprehensive survey 
of a hospital maternity service is made 
not merely by one individual but by a 
survey team which consists in each in- 
stance of an obstetrician, a pediatrician, 
and a nurse, and in some instances a 
sanitary engineer. Because of lack of 
budget funds a social worker has not 
yet been added to the team but, as 


mentioned before, her services and those 
of nutritionists are called upon by the 
tearn on occasion. 

The survey, which is made by ap- 
pointment, covers the antepartum and 
postpartum clinics, labor and delivery 
unit, postpartum service, all nurseries for 
new-born infants, formula suite, and the 
pediatric service if new-born infants 
are cared for there. In addition, cer- 
tain accessory hospital services which 
relate to the care of maternity patients 
or new-born infants are also surveyed, 
such as the x-ray department, the labo- 
ratory service, and the dietetics, anes- 
thesia, and social service departments. 
In all these areas of the hospital, the 
consultant team considers the physical 
setup, equipment, personnel, record 
keeping procedures and policies. 

In the early period of the program 
most of the hospital surveys were made 
in the course of routine licensing, or in 
response to outbreaks of infectious dis- 
ease, or to complaints received by the 
Health Department. With time, the 
consultant function of the department 
received increasing recognition, until 
more and more hospitals now request 
the service for the purpose of obtaining 
advice on use of federal funds under 
the Hospital Construction Act or, at 
times, of staff reorganization or policy 
change. 

One or two stories may illustrate how 
an attitude of suspicion changes to one 
of trust and codperation. One hospital 
experienced a number of minor out- 
breaks of epidemic diarrhea in the new- 
born nursery without serious conse- 
quence. However, a serious outbreak 
involving more than 85 infants and 
causing a number of deaths then oc- 
curred. After the immediate situation 
had been brought under control by the 
epidemiologists, the consultant team 
made a comprehensive survey of the 
hospital. When they pointed out the 
existence of overcrowding in the nurs- 
ery, the necessity for individualized 
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techniques in infant care, the advisabil- 
ity of flexible segregation of infants in 
a suspect nursery, and the importance 
of adequate nursing service, quantita- 
tively and qualitatively and under super- 
vision, the hospital administrators 
recognized that the cost of instituting 
the changes recommended was a real 
economy in comparison with the effects 
of recurrent outbreaks, closing of nurser- 
ies, and hazard to patients. 

In another hospital, a 19 year old 
woman died of eclampsia although she 
had been receiving antepartum health 
supervision in the outpatient clinic. In- 
vestigation indicated that the patient 
had missed one of her appointments and 
that no steps had been taken to discover 
the reason. When it was pointed out 
to the hospital authorities that a visiting 
nurse in the Health Department or one 
of the voluntary nursing agencies in the 
city could have visited the home of this 
patient upon request from the hospital, 
which might have helped to establish an 
earlier diagnosis and possibly have saved 
the life of this woman, the hospital insti- 
tuted a plan of routine referral of all 
broken clinic appointments for home 
nursing service. 

Following the hospital survey, the 
consultants meet to discuss their find- 
ings and to draw up a plan for making 
recommendation to the hospital. A de- 
tailed letter of findings and recommen- 
dations is then sent to the hospital, with 
copies directed separately to the super- 
intendent of the hospital, the chief of 
the obstetric staff, the chief of the new- 
born service, and also the supervisor of 
nurses. Subsequently the consultant 
team holds a conference at the hospital 
with the above named hospital staff 
members, in addition to the nursing su- 
pervisors of the maternity and new-born 
services and the directors of the x-ray, 
laboratory, anesthesia, and social service 
departments. Where factors relating 
to the codrdination of care between the 
hospital and the home are expected to 
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arise, a representative of the visiting 
nurse service is likewise invited. 

The presence at the conference of 
members of different professions and 
specialties and of representatives of dif- 
ferent services in the hospital accom- 
plish several results. In some instances, 
the conference brings together for the 
first time members of the different de- 
partments of the hospital, such as the 
administrator, the obstetrician, the 
pediatrician, the nurse, and the social 
worker. With the pressure of busy rou- 
tine, it sometimes takes an outside 
agency to bring such persons together. 
The team consultants on their part de- 
rive benefit from obtaining a more bal- 
anced point of view between practical, 
administrative, or sometimes economic 
factors and the clinical features. Other 
hospital activities, too, tend to be drawn 
more closely together by the conference; 
such as medical services which function 
on a rotating basis for different parts 
of the year, outpatient clinic services 
with inpatient ward services, the labora- 
tory, x-ray, blood bank, dietetic service, 
and so forth. 

On numerous occasions the conference 
has resulted in interpreting to the hos- 
pital governing board or others respon- 
sible for overall policy or budget some 
of the needs of the institution. Hospital 
administrators and medical and nursing 
staff have found this feature extremely 
helpful. And, as indicated, the confer- 
ence brings the hospital closer together 
with community resources and services 
outside the hospital, such as the Depart- 
ment of Welfare and other social agen- 
cies, the Maternity Center Association, 
blood banks, visiting nurse services, and 
others. 

The staffs of each hospital have evi- 
denced interest in the newer develop- 
ments or practices of other institutions 
in the city. The consultant team has 
therefore been able to generalize such 
new developments and to act as a clear- 
ing house in this respect. 
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The surveys and postsurvey confer- 
ences do not constitute the entire method 
of consultation. Time does not permit 
describing the others in full detail. Suf- 
fice it to say that the consultation re- 
lationship is hopefully an on-going one 
rather than one of an episodic or periodic 
nature. Consultation is available on 
request in connection with planning new 
construction or any hospital changes 
which are under consideration. The 
Department advises on personnel stand- 
ards and aids in recruiting personnel. 
In addition, special training programs 
have been established and hospitals are 
advised on methods of training individ- 
ual candidates or staff members. Sta- 
tistical studies are made for each 
institution and for the city at large. 
Each hospital is therefore able to make 
comparison between its own results and 
those of other institutions. 

With the aid of the obstetric and 
pediatric advisory committees to the De- 
partment, the hospital consultation pro- 
gram has developed certain guides for 
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hospitals, including the following: 
Recommended obstetric policies for hos- 
pital maternity services; prevention of 
prematurity and death from prema- 
turity from the obstetric viewpoint; the 
management of asphyxia of the new- 
born; recommended standards for the 
care of the premature infant; a model 
infant daily record form for the nursery; 
suggested work manual for premature 
centers, and other material. 

In presenting this general description 
of the hospital consultation program, 
one might be tempted to conclude with 
a listing of the many improvements 
which have taken place in hospital ma- 
ternity services in recent years in this 
city. Credit would more properly be 
placed, however, if the improvement 
were recognized as an indication of c.ose 
codperation between various participants 
in the community. This spirit of co- 
operation is attested to by the fact that 
hospital requests for consultation now 
make it difficult for the Hospital Consul- 
tation Service to keep up with demand. 
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The Role of the Public Health 
Nursing Consultant in the Hospital 
Consultation Program 
KATHRYN W. BEUCHAT, R.N. 


Public Health Nursing Consultant, Maternity and Newborn Division, New York 
City Department of Health, New York, N. Y. 


HE public health nursing con- 
sultants function primarily in the 
following broad areas: 


1. Evaluation of quality and quantity of 
nursing staff assigned to maternity and new- 
born services, and assistance in the strengthen- 
ing of such staff. 

2. Analysis of nursing procedures, policies, 
and techniques, with the purpose of simplifica- 
tion, whereby their effectiveness in patient care 
will be increased. 

3. Assistance to the hospital staff in the 
development of an educational program for 
parents, 

4. Promotion of a program of codrdination 
of the care of maternity and new-born patients 
in the hospital and in the home. 


Quality and Quantity of Nursing Staff 

At the time of the survey of the ma- 
ternity and new-born services of the 
hospital by the obstetric, pediatric, and 
nursing consultants, the director of 
nursing service of the hospital and the 
nursing consultant review the quality 
and quantity of nursing and auxiliary 
personnel which the hospital provides to 
give care to maternity and new-born 
patients. Assignment by type of service, 
type of personnel, and tour of duty 
throughout the 24 hour period is closely 
studied. The purpose of such joint dis- 
cussion of the nursing care available is 
to compare accepted standards of nurs- 
ing staff with that provided in the 
various units of the service: the ante- 
partum clinic, the labor and delivery 
suite, the postpartum area, the clean, 


suspect, and isolation nurseries, the pre- 
mature nursery, and the formula room. 

It is not infrequently found that the 
postpartum service quantitatively has 
a larger complement of nurses than the 
new-born service, even though the ma- 
jority of the former’s patients may be 
ambulatory. 

Similarly, it is found that the number 
of personnel assigned to the nursery 
service during the day may be consid- 
erably greater than that on the evening 
and night shifts, even though the care 
of new-born infants is essentially the 
same on all three tours of duty. 

It is sometimes found that no specific 
nursing staff is assigned to care for the 
patient in labor. This lack of assign- 
ment leads to what is known as “pick- 
up” nursing staff, that is, during the 
patient’s intrapartum period, a nurse 
may be withdrawn from any other hos- 
pital service and temporarily assigned 
to her care. In other instances, the 
degree of nursing assignment may be so 
lacking that constant nursing attendance 
is not given the patient, who is likely to 
be under the influence of analgesic drugs. 
Of equal importance in nursing care is 
the support which the trained maternity 
nurse is able to give the maternity pa- 
tient during labor. In reviewing the 
nursing staff as submitted by the hos- 
pital, the consultant is able to make 
clear inequalities of nursing care and to 
assist the hospital staff in planning a 
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better distribution of its nursing per- 
sonnel. 

While it is recognized that quantity 
of nursing staff is necessary to give ade- 
quate patient care, much greater empha- 
sis is placed upon the quality of 
personnel, especially at the supervisory 
level. To support this point, the need 
for better nursing supervision is at times 
well illustrated by the deficiencies in 
patient care observed during the course 
of the survey. 

Where it appears that the nursing 
staff is in need of additional experience, 
plans are made with the director of the 
nursing service to secure outside expe- 
rience or training in various phases of 
maternity and new-born care in some 
of the leading teaching hospitals, not 
only in New York City but throughout 
the country as well. An obvious advan- 
tage of such outside experience is that it 
gives the nurses an opportunity to ob- 
serve and participate in modern proce- 
dures and techniques. Our experience 
has been that the more experienced and 
mature the nurse, the more she benefits 
from such opportunity and the more she 
is able to transfer into her own situation 
upon return. 


Analysis of Nursing Procedures end 
Techniques 

At each survey, the public health 
nursing consultant studies the procedures 
and techniques used in the care of 
maternity and new-born patients. The 
ultimate purpose of such study is to 
assist the hospital in making the best 
use of the available nursing time for 
direct patient care. Nursing procedures 
and techniques are dependent upon 
many intrahospital factors—the physical 
setup, equipment, medical policies, and 
whether or not auxiliary assistance, such 
as aides and clerks, is provided. Some- 
times it is found that nurses are per- 
forming many non-nursing functions, 
such as those found in the areas of 
laundry, housekeeping, and clerical du- 


ties; a more proper allocation of these 
functions to the appropriate department 
results in a release of more nursing hours 
for patient care. 

At times the nursing consultant may, 
upon request, make a detailed study of 
the nursing procedures as they are being 
carried out at the hospital. Those most 
frequently found to be in need of 
strengthening are the establishment of 
an effective handwashing procedure in 
the areas of maternity and new-born 
care alike; promotion of the technique 
of individualized care of the infant in his 
bassinet; modernization of the tech- 
niques of breast care and perineal care 
to the point where the methods used 
will be easy for the patient to carry out 
in her own home upon discharge from 
the hospital; simplification of the 
method of recording essential data on 
each infant on a daily basis so that the 
method adopted will be complete and 
yet not composed of excessively repeti- 
tive and valueless information; elimina- 
tion of such nonessential techniques as 
daily bathing, weighing, use of umbilical 
cord dressings and frequent taking of 
temperatures on normal, full-term new- 
born infants; and the use of a surgical 
aseptic technique in the delivery room. 


Assistance in the Development of an 
Educational Program for Parents 

One of the greatest opportunities 
which the hospital nursing staff has of 
rendering valuable service is in the 
teaching of parents during the ante- 
partum and postpartum periods. Curi- 
ously enough, these opportunities are 
rarely used to their fullest advantage. 
It almost seems that many hospital 
nurses are so accustomed to performing 
routinized techniques and procedures 
that aptitudes of an educational nature 
may not be developed to their greatest 
potentiality. 

Educational opportunities begin in 
the hospital antepartum clinic. The hos- 
pital nursing consultant is often able to 
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demonstrate the amount of skilled nurs- 
ing time in the clinic which has been 
devoted to such duties as labeling labo- 
ratory specimens, acting as traffic regu- 
lator, “pulling” records, folding linens 
and other supplies, and washing gloves, 
to the detriment of a much needed pro- 
gram of individual and group counseling 
for patients in the clinic. It has been 
found that these activities may be com- 
petently performed by avxiliary nursing 
personnel under the supervision of a 
registered professional nurse, thus free- 
ing the professional nursing staff for the 
more important activities in the field of 
patient education and care. 

It is frequently pointed out by the 
consultant team that one of the pre- 
requisites for an adequate teaching plan 
in an antepartum clinic is that there be 
space available for this purpose; such 
space consists of a conference room 
where the patient may confer with the 
nurse with some degree of privacy as- 
sured. The nursing consultant can help 
the nurse plan content and method of 
counseling so that the patient will be 
given assistance in understanding the 
physician’s _ instructions, particularly 
with regard to diet, rest, personal hy- 
giene, clothing, the need for continuing 
antepartum care, and the need for at- 
tendance at specialized clinics for a par- 
ticular medical problem or complication. 
The nurse can do much to give the pa- 
tient personal attention and assistance 
in accordance with her own individual 
needs. Here, too, is an opportunity for 
the nurse to stimulate the interest of 
the patient in desiring to breast-feed her 
infant after birth. 

Again there are many subjects of a 
less personal nature which may be ade- 
quately handled by group counseling, 
such as the physiology of pregnancy, 
preparation for labor and delivery, 
breast care and feeding, care of the 
baby, and methods of making formula. 
The consultant can point out that when 
the group discussion method is used, it 
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is not unusual for a patient to feel more 
secure as she realizes that other women 
have similar problems and questions. In 
this way, also, many of the old, persis- 
tent superstitions and fears about preg- 
nancy and childbirth are dispelled. 

The nursing consultant is similarly 
able to point out the teaching oppor- 
tunities during the hospital postpartum 
period in such procedures as feeding and 
bathing the baby. In fact, the success 
of breast feeding is found to be greatly 
dependent upon attitudes of the nursing 
personnel, who are in constant contact 
with the patient throughout the patient’s 
waking hours. It seems almost unneces- 
sary to emphasize the need for correlat- 
ing the teaching content in the antepar- 
tum clinic with that of the inpatient 
service. 

The final function of the consultant 
nurse to be presented here is: 


The Promotion of a Program of Codrdi- 
nation of Care in the Hospital and 
in the Home 

Too often hospital personnel consider 

that their responsibility ends when the 
patient leaves the clinic room or when 
she is discharged from the inpatient 
service. This point of view overlooks 
the fact that the patient is still in need 
of some care and supervision after she 
has left the hospital or clinic. To afford 
such continuing care, the services of 
community public health nursing agen- 
cies may be made available. While 
ideally such service should be made 
available to all mothers and new-born 
infants, at this time it still appears that 
some selection for referral must be used. 
Some of the usually accepted criteria 
for selection suggested are: expectant 
mothers with incipient medical or obstet- 
ric complications, patients with social 
problems, premature infants, primipar- 
ous maternity patients, and infants with 
congenital malformations or birth in- 
juries. 

Obviously, the initiation of referral is 
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such a system by arranging the initial 
conference with the community service 
and by advising on methods of inter- 
agency referral and exchange of infor- 


the function of hospital personnel, and 
it is the responsibility of such personnel 
to see that this referral is implemented. 
The nursing consultant is often able to 
assist the hospital desiring to initiate mation. 
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The Role of the Hospital Consultation 
Program in the Prevention of Prematurity 
and the Deaths of Prematures 
JERE B. FAISON, M.D. 


Obstetric Consultant, Maternity and Newborn Division, New York City 
Department of Health, New York, N. Y. 


Saeed people will doubt that the pur- 
poses of good obstetric care are to 
maintain the mother in good health 
throughout pregnancy, to make child- 
birth as satisfactory an experience as 
possible, and to deliver a normal live 
baby. Fortunately, these purposes are 


realized in most cases. Where they are 
not realized, this responsibility may lie 
with the physician, with the patient, 


with extraneous factors, or, more likely, 
with various combinations of responsi- 
bility. Prematurity is an outstanding 
example of our failure to attain our pur- 
poses in the sense that premature babies 
are often stillborn, or, even when born 
alive, constitute the major problems of 
neonatal mortality. In this paper we 
intend to review briefly the role of the 
obstetrician in preventing prematurity 
or in handling most effectively the de- 
livery of a premature baby, and to indi- 
cate how our Hospital Consultation 
Program stresses the importance of this 
role. To implement further this aspect 
of the program, the Maternity and New- 
born Division, in collaboration with the 
Advisory Obstetric Council to the New 
York City Department of Health, has 
prepared a guide for hospitals called The 
Prevention of Prematurity and Deaths 
from Prematurity from the Obstetric 
Viewpoint. 

It is a simple truism that a healthy 
woman is more likely to have a normal 
pregnancy and a healthy baby than a 


woman who is not in the best physical 
and mental condition. In other words, 
the first step in the prevention of a pre- 
mature birth should be taken before 
pregnancy begins. The premarital ex- 
amination is an excellent opportunity for 
finding and evaluating pathological con- 
ditions in the pelvis. The exact treat- 
ment of each case, as, for example, a 
retroverted uterus, is a matter of debate, 
but the mere recognition of the condition 
will enable us to deal more intelligently 
with its relation to a supervening preg- 
nancy. In the case of general or sys- 
temic diseases, notably heart disease, 
efforts can be made to stabilize this and 
to treat a secondary anemia. The pa- 
tient’s eating habits should be ascer- 
tained at this time and should be cor- 
rected to conform with a diet based upon 
the recommendations of the National 
Research Council. These recommenda- 
tions are basically the same for preg- 
nancy, with the addition of protein, 
minerals, and vitamins. It has been 
found that patients are inclined to carry 
over their normal eating habits into 
pregnancy, and if these habits exhibit 
marked deficiencies, the efforts to correct 
such deficiencies during pregnancy con- 
stitute a major problem for the patient 
and her doctor. The premarital inter- 
view and examination may be used to 
give a woman an insight into the physi- 
ology of pregnancy. An _ informed 
patient is more likely to codperate with 
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her physician to take such measures as 
will maintain the best of health through- 
out pregnancy. 

Once conception has taken place, we 
move on to the next phase of supervi- 
sion, which is antepartum or prenatal 
care. Antepartum care, as it applies to 
the prevention of prematurity, is essen- 
tially the same care which should be 
carried out for all patients. With the 
exception of syphilis and severe heart 
disease and the pelvic pathological le- 
sions mentioned, we seldom find in early 
pregnancy any conditions which imme- 
diately suggest the possibility of a pre- 
mature birth. Syphilis is today much 
less important a factor because of in- 
creased case finding and efficient treat- 
ment. Heart disease is still important 
and requires early diagnosis and treat- 
ment, preferably in consultation with a 
competent cardiologist. The pelvic 
lesions, if found only after conception, 
must be dealt with according to the best 
obstetrical judgment. 

Later in pregnancy we encounter three 
conditions which are so frequently asso- 
ciated with premature birth, namely, 
placenta previa, premature separation 
of the placenta, and toxemia. Of these, 
the simplest to deal with is placenta 
previa, simplest because as its former 
name—unavoidable hemorrhage—indi- 
cates, it is purely a matter of treatment. 
Nevertheless, even though it cannot be 
prevented, the termination of a preg- 
nancy complicated by placenta previa 
can be delayed by complete bed rest for 
the patient. It may be said here that 
objections on economic grounds to en- 
forced bed rest for some weeks should be 
considered in the light of the heavy ex- 
pense of good care for a premature baby. 

Obviously, in any case of threat- 
ened or actual bleeding, provisions must 
be made for the prompt replacement of 
blood loss. This is necessary not only 
to safeguard the life of the mother but 
also to maintain adequate oxvgen in the 
maternal and fetal circulation. The 


other important type of hemorrhage as- 
sociated with prematurity is abruptio 
placenta, the premature separation of 
the normally implanted placenta, for- 
merly known as accidental hemorrhage. 
The underlying cause of this accident is 
unknown. It is possibly due to vascular 
lesions in the decidua basalis and these 
lesions may be due to a state of toxemia. 
Although manifestations of toxemia such 
as albuminuria, hypertension, or other 
evidence of renal damage are not con- 
stant findings in abruptio, they are 
associated frequently enough to empha- 
size further the importance of prevent- 
ing toxemia. 

Of all the conditions associated with 
premature labor, toxemia is probably 
the most important. We do not know 
the cause of toxemia any more than we 
know the cause of the onset of labor. 
Inevitably, all these unknowns lead to a 
great deal of speculation and a resulting 
lack of rational approach. Furthermore, 
the association of toxemia and prema- 
turity is not entirely a causal relation- 
ship. Very often premature labor is 
artificially induced as part of the treat- 
ment of a toxemic patient. But our 
conclusion is the same—in order effec- 
tively to reduce the incidence of prema- 
turity, we must prevent the development 
of toxemia. 

The many theories on the etiology 
of pregnancy toxemias have different 
points of departure and suggest the 
presence of many operative factors. 
Probably the most basic consideration 
is the importance of nutrition. Tompkins 
of Philadelphia goes so far as to state 
flatly that toxemia is a nutritional de- 
ficiency state and that this deficiency is 
due partly to emotional instability. He 
claims that he and his associates at the 
Nutrition Research Clinic have been 
able, by controlling diet and other 
aspects of nutrition, to reduce the inci- 
dence of prematurity in treated patients 
by 70 per cent over a group of control 
patients. The work of Ebbs, Tisdale, 
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and Scott in Canada and that of Burke 
and her associates in Boston suggests 
that dietary supplements such as pro- 
teins, vitamins, and minerals have re- 
duced the incidence of toxemia and pre- 
maturity. The reports of really large 
groups come from England and Wales. 
The Peoples League of Health surveyed 
about 5,000 women in the London area, 
half of whom were given vitamins and 
minerals, the other half serving as con- 
trols. The incidence of prematurity 
was lower in the treated group. Balfour 
reported on 20,000 women in the dis- 
tressed areas of England and Wales. The 
effect of dietary supplements upon the 
incidence of prematurity was not sepa- 
rately recorded but was included in 
figures on stillbirths and neonatal mor- 
tality. The decreased incidences in the 
treated patients were statistically sig- 
nificant, probably even more so when it 
is remembered that the patients were 
treated according to apparent need and 
were a less favored economic group than 
the controls. Though all this testimony 
may not prove that toxemia is caused 
by a lack of vitamins or minerals or 
protein or all three, it is too strongly 
suggestive of the significance of diet to 
be ignored. 

In the course of the Hospital Consul- 
tation Program, we feel quite justified 
on the basis of the evidence at hand in 
stressing the need for supervising diet. 
This is an integral part of antepartum 
care in general, as well as a preventive 
measure against toxemia and prematu- 
rity. In presenting these facts to hospital 
medical personnel, the approach is upon 
a clinical basis. Some aspects of ante- 
partum care lend themselves more to 
dramatic presentation. The case history 
of a patient who died from hemorrhage 
due to placenta previa is a vivid re- 
minder to the hospital of the importance 
of having adequate blood on hand. The 
number of premature births does not 
carry the same impact. But when the 
chain of events is demonstrated—the 
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patient who did not keep her appoint- 
ments because she had to wait so long 
in a crowded clinic, who was not fol- 
lowed up because there was inefficient 
organization of records and no liasion 
with other agencies, who did not follow 
sensible eating habits because her die- 
tary instruction was perfunctory and 
time was not available to answer her 
questions and to explain how she could 
achieve such a diet, who was finally 
admitted as an emergency with a severe 
preéclampsia and had to have her preg- 
nancy terminated to get a live but pre- 
mature baby—when this chain of events 
can be demonstrated, steps to remedy 
the multiple deficiencies will suggest 
themselves. Cause and effect will not 
always be shown so readily, but it is 
the importance to the well-being of the 
patient of all these and other related 
factors that we try to convey in our 
program. 

When it comes to the delivery of a 
premature baby, we can point to the 
well recognized fact that the smaller 
baby is more susceptible to anoxia. On 
this basis, the use of analgesia must be 
reduced to the absolute minimum be- 
cause these drugs pass into the fetal 
circulation, tending to cause delay in 
establishing respiration at birth. Anes- 
thesia should be limited to local infiltra- 
tion or pudendal block. It is known 
that inhalation anesthesia in effective 
concentration causes diminution of oxy- 
gen supply to the fetus, but it is not 
always appreciated that conduction 
anesthesia may achieve the same effect 
because of varying falis in blood pres- 
sure following administration. The baby 
should preferably be delivered by low 
forceps with a wide episiotomy to de- 
crease the possibility of damage to the 
soft fetal skull from prolonged pressure 
on a resistant pelvic floor. It is probably 
helpful to delay the tying of the umbili- 
cal cord until it has ceased pulsating, 
and more oxygen-carrying blood cells 
may be added to the fetal circulation by 
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gentle stripping of the cord. During this 
procedure an assistant can gently aspi- 
rate mucus from the baby’s mouth with 
a soft rubber catheter. A pediatrician 
should be present at the delivery of 
every premature baby, ready to take 
over from the obstetrician and assure 
the maintenance of a clear airway, oxy- 
gen, and warmth. This implies the pro- 
vision in the delivery room of an incu- 
bator or heated crib, depending upon 
the estimated weight of the baby; a re- 


suscitator; a suction apparatus; and an 
infant laryngoscope and tracheal cathe- 
ter for the intubation of an anoxic 
baby. 

Needless to say, all this equipment is 
valueless unless it can be intelligently 
used. And it is part of the aim of our 
program to work with hospitals toward 
implementing all these recommendations 
for preventing premature births and 
handling these births as well as possible 
when they occur. 
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Obstetric Aspects of the Hospital 


Consultation Program 


EDWIN M. GOLD, M.D. 


Obstetric Consultant, Maternity and Newborn Division, New York City 
Department of Health, New York, N. Y. 


NE hundred and six hospitals in 

New York City maintain mater- 
nity and new-born services, with cor- 
respondingly diverse standards of ob- 
stetric care. It is felt worthy to point 
out how the major causes of maternal 
mortality in the city are related to these 
divergent types of obstetric practice and 
how the obstetric consultants in the 
Hospital Consultation Program have at- 
tempted to elevate standards of practice 
where required. 


HEMORRHAGE 

The Consultation Program noted in 
its incipiency that there was a high 
correlation between hospitals, inade- 
quate provisions for blood replacement 
to the obstetric patient, and the fact that 
hemorrhage is the major cause of mater- 
nal death in this city.""? Many hospitals 
had no integrated program for securing 
antepartum blood grouping and Rh de- 
termination of patients, nor were these 
procedures required on admission of the 
patient to the hospital in labor. Fur- 
thermore, there were but few hospitals 
conducting maternity services that had 
either a blood bank or a supply of blood 
of the various groupings and Rh types 
on the premises. In addition, laboratory 
facilities and technical personnel were 
ofttimes not available at all or were 
available only during the “daytime” 
hours, leaving the institution uncovered 
for laboratory services during the 


equally active and important “night- 
time”’ hours. 
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These two facts together spelled 


inordinate delay in securing blood 
replacement for blood _ loss during 


labor, delivery, or the postpartum period. 
If the need for transfusion arose, the 
patient would first have to be typed and 
an Rh determination performed, the 
proper type of blood requisitioned from 
a blood bank outside the confines of the 
hospital; then, when secured, cross- 
matching would have to be effected, all 
uncer emergency conditions, and then 
the blood replacement would finally be 
made to the patient. 

The above facts have been graphically 
portrayed to directors of the obstetric 
services and to hospital administrators 
at many hospitals in the course of the 
conferences held at the hospital on the 
letters of recommendations sent follow- 
ing completion of the hospital survey. 
The portrayal of these facts to the re- 
sponsible people has served a truly edu- 
cational function in that it has caused 
them to reévaluate their own problems 
and revise their policies regarding blood 
replacement. 

Thus a growing number of hospitals in 
the city now require antepartum blood 
grouping and Rh determination on all 
patients, and a record is made of these 
findings and noted on the patients’ 
charts on admission to the hospital in 
labor. In addition, there is available 
blood on hand, together with qualified 
personnel, in the majority of hospitals 
for immediate use on the obstetric 
patient when the need arises. 


ill 
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ANESTHESIA 

There has been observed a marked 
discrepancy between the quality of 
anesthesiology employed in the delivery 
room and that employed in the operating 
room of the same hospital. It appeared 
as though the obstetric service was the 
“poor relation,” so to speak, and that 
the obstetric patient was given the 
poorest quality of anesthesia service— 
namely, that interns and other untrained 
personnel gave obstetric anesthesia; 
while in the operating room, for even 
the most minor procedure, qualified 
doctor or nurse anesthetists were em- 
ployed. The educational recommenda- 
tions of the Consultation Service have 
been to supply the same quality of 
trained anesthesia service to the obstet- 
ric patient as to the surgical patient, and 
this on a round-the-clock basis. It was 
pointed out at hospital conferences that 
anesthesia deaths have emerged in recent 
years as a significant cause of maternal 
mortality. The safety factor to the 
patient is enhanced greatly by having 
competent anesthesiologists administer 
terminal anesthesia to the obstetric 
patient. 


INFECTION 

In the pre-chemotherapeutic and 
antibiotic era, fear of infection and 
coincident stressing of rigid isolation for 
morbid patients in a maternity service 
was the sine qua non of care. Today, 
we realize that there are other and more 
important considerations concerning in- 
fection. We are suggesting to hospital 
personnel that the patient can be con- 
sidered “isolated”? when morbid if she 
labors in a single bed labor room and 
following delivery is cared for in a single 
bed postpartum room; that there should 
be no deterrent to such a patient’s using 
the regular delivery room for delivery 
and to cleaning it up in the usual 
thorough way, thereby preventing the 
possibility of cross-infection to another 
patient. 


It has been our experience that the 
maintenance by the hospital of elaborate 
and specific isolation units is a detri- 
ment to efficient and economical hospital 
function. First of all, these units lie 
idle most of the time—hospitals just do 
not place patients in these designated 
areas. Thus much needed floor and 
bed space is denied a hospital’s mater- 
nity service that could be put to much 
more practical use for patient care. 
Furthermore, it is extremely difficult to 
staff such “isolated” isolation units 24 
hours a day. Since such recommenda- 
tions have been made to the interested 
obstetric and hospital authorities there 
has been considerable interest and 
acceptance of this thinking. 


TOXEMIA AND CARDIOVASCULAR DISEASE 
We have viewed the rising incidence 
of toxemias of pregnancy and cardiac 
complications contributing to maternal 
mortality with alarm, as has the obstetric 
profession as a whole.* We recognize 
that the rising incidence of maternal 
mortality from these two causes may be 
related to the deficit in ratio of medical 
personnel to patients in the average hos- 
pital’s antepartum clinics. Since we 
accept adequate prenatal care as the 
keystone of prophylaxis against toxemia 
of pregnancy, we have found in some 
instances that there is a decided gap be- 
tween recommended standards of care 
and the actualities of clinical practice. 
The average antepartum clinic is 
carrying a heavy and ofttimes increasing 
patient load with a sparse complement 
of medical and nursing personnel. .t 
was previously pointed out in “A Blue- 
print for Changing Concepts of Ante- 
partum Care”® that the patient’s best 
interests will be served by a keener 
understanding of the clinic problem. 
More attractive facilities within the 
hospital; greater assurance of patient 
privacy; more medical personnel in at- 
tendance to permit a more salutary 
patient-doctor ratio; the establishment 
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of the nursing personnel firmly in their 
role as educators rather than traffic reg- 
ulators; and the amplified use of 
accessory nursing, clerical, laboratory, 
nutritionist, and public health nursing 
consultants within the clinic structure 
would make for better patient care. 
More attention could be paid to the 
early signs of vascular complications of 
pregnancy, such as weight gain, increas- 
ing hypertension, and urinary findings. 

It is not uncommon to find in the 
average clinic, for example, that a path- 
ologic urinalysis report is recorded a 
day or two after the patient has visited 
the clinic doctor and will not be due to 
see him again for three or four weeks. 
Similarly, we must avail ourselves of a 
better system of follow-up for broken 
appointments. This requires better 
liaison with the social service, visiting 
nurse services, and other community 
agencies which can augment the actual 
clinic contact by home visits when neces- 
sary, to ascertain important information 
regarding home conditions, better under- 
standing of medical orders, and the 
actual carrying out of these orders by 
the patient in the home. 

In this regard, the problem of cardiac 
disease complicating pregnancy is an 
example. We ofttimes feel secure in our 
medical minds by instructing the patient 
to observe a salt-free diet, get plenty of 
rest, and restrict fluid intake—and let 
it go at that. But does the patient 
actually know what a salt-free diet 
means? Has she the environmental 
ability to get plenty of rest with a 
household and children to care for with- 
out any domestic assistance? And 
finally, when perchance she fails to keep 
her clinic appointment, is she just negli- 
gent or is she at home in incipient de- 
compensation, too ill to attend the clinic 
at her appointed time? We recognize 
the value of medical orders in maintain- 
ing cardiac reserve during pregnancy, 
but we must and should implement them 
with some more tangible aid to the 
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patient. Likewise, we recognize the ex- 
treme value of prelabor hospitalization 
for rest and for study of the cardiac 
patient, particularly of those with rheu- 
matic heart disease. Yet are we not per- 
haps to blame when perusal of hospital 
records reveals numerous instances of 
patients, known cardiacs, admitted in 
extremis in the last trimester of preg- 
nancy and who perhaps die undelivered 
because of our inability to implement 
our own orders? 

These facts, too, have been brought to 
the attention of the obstetricians and 
hospital administrators, and their co- 
Operation within their own hospitals is 
slowly but inexorably changing this 
picture for the better. 

There are two additional important 
avenues wherein the Consultation Serv- 
ice has been of assistance in raising 
standards of practice, though in a more 
obtuse way. It is assumed that the 
quality of the records within a hospital 
reflects in great part the quality of 
medical care rendered. Perusal of hos- 
pital records, both old and current, has 
revealed gross inadequacies, particularly 
in the recording of the antepartum 
course of the patient, admission history 
and physical examination, admission 
blood pressure and urinalysis, progress 
of labor, and write-up of delivery pro- 
cedure and progress notes. By focusing 
attention on this aspect of hospital prac- 
tice and responsibility, many hospital 
administrators and clinical directors have 
taken measures to insure the proper and 
complete recording of all pertinent and 
essential data on the patient’s chart. 

Finally, placing the responsibility of 
maternity care squarely on the shoulders 
of a competent and qualified director of 
obstetrics has eventuated in the creation 
of sound consultation policies; and in 
the delineation of the medical staff into 
those members who may do varying 
degrees of obstetric practice within the 
hospital, namely, into those doctors per- 
mitted to do only normal deliveries and 
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those doctors who are accorded major 
privileges for delivery. By this action, 
only seasoned judgment indicates oper- 
ative procedure, making unnecessary 
procedures the rarity, and those opera- 
tive procedures that are performed will 
be presumed to have been done by the 
most competent staff members, in the 
interest of greater patient safety. 

In conclusion, it is hoped that this 
brief exposition has shown how inti- 
mately related are the goals of both the 
medical and the nursing and public 
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health workers; that by their working in 
concert we can continue the downward 
trend in maternal mortality specifically 
and further improve the quality of ma- 
ternity care in general. 
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The Role of the Public Health 


N ursing Consultant in a Community 
Premature Program 
MARGARET A. LOSTY, R.N. 


Public Health Nursing Consultant, Maternity and Newborn Services, Bureau of 
Child Health, New York City Department of Health, New York, N. Y. 


yom premature birth is the major 
cause of infant and neonatal mor- 
tality, New York City, like other cities 
and states, has developed a Premature 
Program, in which the nursing consultant 
has played an interesting and prominent 
role. 


PREVENTION OF PREMATURITY 

The role of the nurse in the ante- 
partum period, as pointed up by Miss 
Beuchat, may be an important factor in 
the prevention of premature birth. In 
surveys of hospital antepartum clinics, 
the public health nursing consultant 
assists the clinic nursing personnel in 
methods of counseling expectant parents 
and in raising the level of antepartum 
care. Efforts are made to stimulate 
interest in the nutritional status of the 
pregnant woman. 


STANDARDS OF PREMATURE CARE 

Basic to any program are standards 
by which the necessary level of care 
may be achieved. A set of standards, 
entitled Recommended Standards for 
the Care of Premature Infants, was es- 
tablished with the advice of the Pediatric 
Committee to the Commissioner of 
Health of New York City. The nursing 
consultants worked with a Nursing Sub- 
committee to develop the nursing aspects 
of the standards. They also partici- 
pated in the meetings of the Pediatric 
Advisory Committee to interpret to the 
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pediatricians the nursing needs and 
implications. 


IMMEDIATE CARE OF THE PREMATURE 
INFANT AFTER BIRTH 

Obviously, the care of the premature 
infant begins from the moment of birth. 
This means that each hospital with a 
maternity service should be equipped 
and staffed to give the necessary imme- 
diate care to premature infants. As a 
part of the Hospital Consultation Pro- 
gram, the needs of the premature infant 
are given careful consideration when the 
delivery unit is surveyed by the team. 
Particular emphasis is placed on the 
necessity of each hospital's having in its 
delivery rooms sufficient incubators or 
heated cribs and oxygen, suction, and 
resuscitation equipment, with personnel 
trained in their use, available for all 
deliveries. From a long-range point of 
view, our objective is that each mater- 
nity hospital will have on its staff at least 
one nurse who has had advanced training 
in the care of the premature infant. 


DEVELOPMENT OF PREMATURE CENTERS 

The nursing consultants have partici- 
pated in the development of special pre- 
mature centers. During the planning 
stages, blueprints and lists of supplies 
and equipment were reviewed to assure 
the most efficient functional use of the 
premature center. Assistance was given 
in the planning of nursing staff to secure 
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the quality as well as quantity required 
for a given unit. Assistance was also 
given in obtaining opportunities for 
additional training of nursing personnel. 
Plans were worked out to take advantage 
of the best available training for the 
various levels of personnel. With the 
pediatric members of the division, a 
work manual was developed as a guide 
to hospital staffs to assist them in 
formulating policies and procedures 
within their own premature center. This 
manual of suggestions included such 
items as: Personnel, health status oi 
personnel, physical facilities, standard 
procedures of premature infant care, 
therapeutic procedures, preparation for 
dischaige from hospital and on-going 
medical and nursing supervision, and 
suggested allocation of duties for non- 
professional staff. 


TRANSPORT SERVICE 

The Transport Service has been func- 
tioning in New York City since Novem- 
ber 1, 1948. We have transported 900 
premature infants to date. This service 
is staffed by nurses assigned by the 
Bureau of Public Health Nursing. The 
nurses and nursing aspects of the Trans- 
port Service are under the supervision of 
tiie nursing consultants. Before the 
nurses are assigned to the Transport 
Service, the nursing consultants arrange 
for them to have special training in the 
care of the premature infant at New 
York Hospital, in addition to a general 
program of orientation to the service. 


TRAINING OF HOSPITAL NURSING 
PERSONNEL 

The importance of well trained nurs- 
ing personnel early in the program led 
the nursing consultant to plan and urge 
a program of training for nurses respon- 
sible for and participating in the care 
of the premature infant. Hospitals 
throughout the country and in New York 
City have been used for work experience. 
Twenty-five hospital nurses have secured 
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this additional experience. This is in 
addition to 50 trained in general new- 
born and premature care at Sloane Hos- 
pital for Women and Babies Hospital. 
Training of nurses, however, without 
similar training of the pediatricians, has 
limited value in the functioning of a 
premature center. Through the codpera- 
ion of the New York State Department 
of Health and U. S. Children’s Bureau, 
a joint training program for pediatri- 
cians and nurses has been established at 
New York Hospital. Six supervising 
nurses of premature centers and one 
from our own staff have had the ad- 
vantage of this formal training program. 

Other opportunities have been pro- 
vided to enrich the experience of hos- 
pital and public health nurses working 
with premature infants. Institutes have 
been held through joizi planning with 
municipal and voluntary hospitals. 
Obstetricians, pediatricians, nurses, 
social workers, and nutritionists out- 
standing in their respective fields have 
participated in these institutes. 

Observation of existing premature 
centers with problems and opportunity 
for securing help with individual prob- 
lems from nurses working in such units 
have been made possible. A visit to 
one unit in which a supervising nurse 
had done a particularly good job under 
difficult circumstances was arranged for 
nurses planning new units in their re- 
spective hospitals. That this type of 
experience was helpful to them is best 
expressed by their comments following 
the visit: 


1.“I learned a great deal from my visit here. 
I think Miss X has done a wonderful joo 
with the material she had available to her. 
I hope to try to employ some of the things 
she has done.” 

. “The close relationship between the pediatri- 
cian and nurse certainly aided in making the 
techniques clear and simple. It also keeps 
the surroundings pleasant to know that 
everyone is codperating and is understanding 
the trials of setting up a new unit with 
improvised material.” 
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3.“This visit has been of more value to me 
than a whole month I spent at Z Hospital 
because the problems are the same as mine 
and I have learned how Miss X coped with 
them successfully.” 

Our experience has shown that the 
more opportunities the nursing consul- 
tants can offer hospital nursing person- 
nel for the enrichment of their exper- 
ience, the better will be the nursing care 
of the prematures for whom they are 
responsible. 


DEVELOPMENT OF TEACHING PROGRAM 
FOR PARENTS OF PREMATURE INFANTS 
One of the functions of a premature 
center which needs greater emphasis is 
the responsibility which the center has 
in the teaching of parents while the 
premature infant is still in the hospital. 
The separation of the infant from his 
parents during his prolonged period of 
hospitalization contributes greatly to the 
anxiety and apprehension of the parents. 
To forestall this psychological handicap, 
the nursing consultants assist the staffs 
of premature centers in the development 
of a teaching program, within the center, 
to instruct parents in the care of their 
infant, and so aid in bridging the gap 
between hospital and home care. 


COORDINATION OF THE CARE OF THE 
PREMATURE INFANT IN THE HOSPITAL 
AND IN THE HOME 
It is important that the good care 
which the premature infant receives in 
the hospital be extended into the home. 
The pediatric and nursing consultants 


oF PusLtic HEALTH Nov., 1951 
plan, in joint conferences with the hos- 
pital, medical, and nursing staffs and 
community public health nursing 
agencies, for a follow-up system. As a 
result of work with the nursing con- 
sultant of the Department of Hospitals, 
a plan for home follow-up before the 
infant is discharged from the hospital 
and a subsequent follow-up visit after 
he is discharged from the hospital has 
been established for all municipal hos- 
pitals. This plan has now been working 
successfully since December, 1948. 

The experience of the nursing con- 
sultants in the development of a com- 
munity premature program indicates 
that there remain a number of unan- 
swered questions regarding nursing care. 
Some of these questions are: 


_ 


. When a hospital has an established prema- 
ture center, is it necessary to have separate 
nursing supervision apart from that pro- 
vided for the full-term or other infant 
nurseries ? 

. What is the desirable ratio of professional 
and nonprofessional nursing staffs in a pre- 
mature center? 

. Have we arrived at the final answer to the 
amount of nursing hours needed per prema- 
ture infant for each 24 hour period? 

.What functions may be allocated with 
safety to nonprofessional nursing staff? 

-Is it possible to carry on group teaching for 
parents in the premature center or should it 
be done on an individualized basis? 

.Is it reasonable to expect that all maternity 
hospitals should be in a position to provide 
skilled nursing care for premature infants 
weighing more than 4% Ib. or should all 
premature infants be cared for in centers 
where such skilled nursing care is available? 
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The Role of the Pediatrician in the 
Hospital Consultation Program 
HELEN M. WALLACE, M.D. 


Chief, Maternity and Newborn Division, New York City Department of Health, 
New York, N.Y. 


HE functions of the pediatrician in 

the Hospital Consultation Program 
may be divided into several areas for 
discussion purposes: (1) Appraisal of 
the quality and quantity of medical 
supervision and care of the newly born 
infant; (2) dissemination of information 
to hospital personnel regarding modern 
trends in the hospital care of new-born 
infants so that such care may be im- 
proved; (3) study of mortality and 
morbidity, with the application of the 
knowledge thus acquired to the indi- 
vidual hospital situation; (4) codpera- 
tive planning with the organized medical 
and pediatric groups. Each of these 
activities will be discussed briefly. 


APPRAISAL OF THE QUALITY AND QUAN- 
TITY OF MEDICAL SUPERVISION AND 
CARE OF THE NEWLY BORN INFANT 

In the final analysis, it is usually 
agreed that the quality of care of any 
patient directly parallels the quality of 
personnel giving such care. Emphasis 
has therefore been placed upon the de- 
sirability of each hospital’s having a 
qualified pediatrician in charge of the 
new-born nursery service. At present, 
almost every maternity hospital has 
followed this desirable practice. The 
next desirable step is that the pediatrics 
director of the new-born service be given 
the responsibility and authority by the 
hospital to establish his own policies 
and procedures and to so supervise the 
new-born service that such established 
policies and procedures will be well 


carried out. Such policies usually in- 
clude the neonatal conditions for which 
consultation with a qualified pediatrician 
is recommended, the care and isolation 
of new-born infants with infection or 
potential infection, the care of prema- 
ture infants, and the like. While many 
hospitals have delegated such responsi- 
bility to the pediatrics director of the 
new-born service, such delegation does 
not exist in all maternity hospitals. In 
some hospitals, the pediatrician is an 
“on paper” appointee, with little or no 
responsibility or authority accorded him 
by the hospital as would be expected. 
There are likely to be more problems 
in the neonatal period in this category 
of hospital. Here the members of the 
Hospital Consultation Service may assist 
the pediatrics director greatly, in sup- 
porting him in the specific areas of care 
with which he is vitally concerned. 


DISSEMINATION OF INFORMATION TO 
HOSPITAL PERSONNEL REGARDING MOD- 
ERN TRENDS IN THE HOSPITAL CARE OF 
NEW-BORN INFANTS 

The very fact that the members of the 
Hospital Consultation Program, includ- 
ing the pediatricians, survey all hospitals 
with maternity and new-born services in 
the city places the pediatricians in a 
particularly fortuitous position to ob- 
serve widely divergent practices in the 
hospital care of new-born infants, some 
highly practical and desirable, others 
less so. Thus, the pediatric consultant 
is able to disseminate good practices 
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seen in some hospitals to other hospitals 
which may not have kept pace with more 
modern thinking. 

For example, it was not uncommon 
several years ago to find in some hos- 
pitals that normal full-term infants were 
being weighed daily, sometimes even 
before and after each feeding; that all 
normal full-term infants had their 
temperature taken routinely every 4 
hours; and that normal full-term in- 
fants were never taken to their mothers 
during the entire neonatal hospital 
course. This last policy was most un- 
desirable from several points of view: 
(1) The mother never had an oppor- 
tunity to become acquainted with her 
infant and never could learn how to 
hold and feed him during the period of 
hospital stay, and (2) the infants were 
fed in the nursery with propped bottles. 
Not only was an educational opportunity 
lost, but the propping of bottles may be 
conducive to the aspiration of formula 
and the development of an aspiration 
pneumonia. 

On the other hand, some hospitals 
in the city for a number of years 
have realized the need to simplify or 
eliminate certain procedures and to 
institute others. Thus, the pediatric 
consultants were able to report to other 
hospitals what modern concepts and 
procedures are being developed. It is 
almost unnecessary to point out that 
the members of one hospital in a com- 
munity are intensively interested in 
what other community hospitals are 
doing and that a friendly, competitive 
spirit is a great stimulus in making 
progress. So, too, some hospitals have 
been quite interested in the rooming-in 
type of mother and baby care which 
has been developed at the New Haven 
Hospital and the George Washington 
University Hospital. Two hospitals in 
New York City now have a rooming-in 
unit, and members of the Hospital Con- 
sultation Program were called upon to 
assist in planning them. 
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STUDY OF MORTALITY AND MORBIDITY 

The major causes of neonatal mor- 
tality in New York City are premature 
birth, birth injury, congenital malfor- 
mation, asphyxia, bronchopneumonia, 
and diarrhea, in that order. While 
there are important obstetric com- 
ponents in the causes of neonatal mor- 
tality, there are likewise pediatric 
factors. 

The pediatric members of the Hos- 
pital Consultation Program place special 
emphasis on the care of premature in- 
fants in each maternity hospital where a 
premature infant is likely to be born, 
as part of the city-wide premature pro- 
gram. The various aspects of the total 
premature program are: (1) The de- 
velopment of desirable standards of 
hospital care, based on the cardinal 
principles of care of the premature in- 
fant; (2) the provision of facilities in 
every maternity hospital for the im- 
mediate care of the premature infant 
after birth; (3) the development of 
premature centers where spe -d 
pediatric and nursing care is provided; 
(4) the operation of a transport s«rvice 
to transfer those small premature 
infants born in hospitals which are in- 
adequately staffed and equipped to 
provide long-term care; (5) the training 
of pediatricians and nurses; (6) im- 
provement in the number and quality of 
autopsies performed; (7) loan of incu- 
bators to hospitals; and (8) codrdina- 
tion of care in the hospital and in the 
home through a home follow-up pro- 
gram. 

Another area where the pediatric con- 
sultant may play a role is in the study 
of the various aspects by which one out- 
break of infection may have occurred in 
a new-born nursery service. Experience 
has demonstrated that there is some 
relationship between the occurrence of 
nursery infections and the following 
factors: (1) Overcrowding of nurseries, 
(2) inadequate nursing staff and nursing 
supervision, (3) lack of handwashing 
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facilities in the nursery proper and lack 
of an adequate handwashing procedure 
by physicians and nurses, (4) inade- 
quate policies for the immediate removal 
of babies suspected of infection to the 
suspect or observation nursery, (5) 
inadequate policies for the immediate 
removal of babies with definite infection 
to the isolation nursery, (6) improper 
technique of formula preparation, and 
(7) lack of definite policies for periodic 
physical examination of nursery per- 
sonnel, and a resultant failure to exclude 
those staff members who have a com- 
municable disease. 


COOPERATIVE PLANNING WITH ORGAN- 
IZED MEDICAL AND PEDIATRIC GROUPS 
The success of a hospital consultation 

program depends to a great extent upon 

the codperation of the professional 


groups concerned—the medical profes- 
sion in general, the obstetricians, the 
pediatricians, the hospital admini- 
strators, and the nursing profession. 
More broadly, the pediatric end has 
codperated with special committees of 
the various county medical societies in 
the hospital distribution of the standards 
established by the Committee on Fetus 
and Newborn of the American Academy 
of Pediatrics. Recently, a study of a 
group of premature infants who died in 
one borough was completed jointly by 
the special committee of the County 
Medical Society and the pediatric con- 
sultants. One of the pediatricians is a 
member of a county medical society 
committee which holds open monthly 
educational meetings for the medical and 
nursing professions on various aspects of 
infant mortality. 
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FOR MATERNITY NURSING. 


JOINT SESSION FOR NURSING AND PUBLIC HEALTH: PREPARATION 


Chairman: S1stER THEOPHANE, Director of the Catholic Maternity Institute, 


Sante Fe, N. M. 


Basic Preparation in Obstetric Nursing 
KATE HYDER, R.N. 


Associate Professor of Obstetric and Gynecologic Nursing, Yale University School 
of Nursing, New Haven, Conn. 


N authority in the area of general 

education has recently said, “Suc- 
cessful teaching is teaching that brings 
about effective learning.” In a discus- 
sion of the basic preparation of the 
student in nursing for obstetrics, I be- 
lieve that this statement provides a 
logical guide line and a _ tremendous 
challenge. What must any instructor 
do if her students are to learn well? The 
simplest answer to that question is that 
she must get results. What kind of re- 
sults? What means may she use to 
determine whether the results are lasting, 
usable, and meaningful? 

We are not concerned here with 
obstetric nursing as pure subject matter. 
We are concerned with it as a unit within 
the total curriculum that will prove to 
be a positive developmental influence in 
the growth of the student toward indi- 
vidual maturity and competence as a 
practitioner. The instructor may organ- 
ize situations within the framework of 
the curriculum which will promote and 
foster the mental, emotional, and social 
development of the student. It is her 
responsibility to vitalize her unit in such 
a way that the subject matter sustains 
the interests of the student and directs 
her toward new outlooks, new insights, 
and toward new ways of thinking, act- 
ing, and feeling. 

For example, it is necessary to teach 
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the student the fundamentals of new- 
born care. This begins in the classroom 
but may soon be transferred to the 
mother-new-born situation in the hos- 
pital wards. Here the student is intro- 
duced to a new mother who has her 
five day old son by her bedside in his 
crib. Here, in a family-centered situa- 
tion, the student has an opportunity to 
observe nursing care being given to the 
mother and new-born baby by the staff 
nurse. After such an observation, this 
student will have supervised practice 
with other mothers and babies. As she 
participates in these real life situations, 
she begins to understand the relation- 
ships between mothers and new-borns, 
their mutual dependence, and to recog- 
nize the needs inherent in their care. 
This kind of learning is fundamental in 
its significance and in the proper se- 
quence for experiences that are to 
follow. 

Contrast the opportunity for learning 
here with that available in the central- 
ized nursing situation. Here the student 
is introduced to a room full of infants— 
say ten or twenty—the mothers are 
nowhere in sight, having been separated 
from their babies directly following 
delivery according to a hospital routine. 
The clock on the wall and a few crying 
babies say that it is feeding time. The 
other babies sleep soundly through these 
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signals. In the wards the mothers wait 
patiently for their babies. The new 
student puts an ill-fitting coverall over 
her uniform, wraps a turban around her 
head, puts on a mask; then she is di- 
rected to “help take the babies out.” 
Soon all the babies are passed out to 
the waiting mothers. After the pre- 
scribed nursing time has elapsed, the 
ritual of collecting begins. There is 
little time for a mother’s questions or 
for admiration or cuddling of her own 
baby. She has often been admonished 
to see that her baby nurses constantly 
for his allotted time, so this is her main 
concern. Back in the nursery the babies 
who express dissatisfaction with their 
meal are quieted in their cribs with sugar 
and water or formula. The mothers in 
the wards wait for their visitors with 
empty arms and without anticipation. 
What is in this for the new student be- 
yond an alien and meaningless routine? 
It is a hospital-centered procedure and 
for the most part a bad learning episode 
which will in time pay no dividends. 

The difference in these two situations 
cannot be resolved by the instructor in 
obstetrics alone—she would not desire 
this nor would it be her function. Rather 
the hospital administration and nursing 
service, in their interest in quality nurs- 
ing for mothers and babies, would be 
partners in creating optimum learning 
situations for the graduate staff and the 
students assigned to the unit. 

What do we expect the nurse to be 
able to do after she has completed the 
basic preparation in obstetrics? The 
overall good that we as instructors and 
supervisors have set for her may not 
agree with the plans she has made for 
herself. When we find this out, in the 
case of even one student who « nearing 
completion of her program, we should 
look again at our aims and hopes for 
our teaching. 

Objectives in this area have been 
stated many times. I should like to 
mention three. These objectives may be 


realized in terms of the student’s chang- 
ing behavior as she adjusts to new and 
different situations. They should en- 
courage quality thinking, emotional 
stability, and social competence and 
consciousness. 

1. The student should have the essen- 
tial understandings concerned with the 
psychology and physiology of reproduc- 
tion and the theory of obstetric practice. 

2. She should have an appreciative 
understanding of technical proficiency 
on a medical, nursing, and community 
level. 

3. She should be directed toward the 
attainment of an obstetric conscience— 
to develop in herself positive attitudes 
and aptitudes in relation to family living 
and all its implications. 

If our dissenting student has achieved 
these three goals with reasonable suc- 
cess but states that she would never 
choose to work with new babies or in 
an antepartal clinic, we should look 
carefully for the gaps in her preparation 
in obstetrics. Somewhere along the 
line her learning or her experience was 
unsatisfactory to her. Certainly we 
entertain no thoughts of a wholesale 
turning of young graduates to obstetrics, 
but we do hope that the learning experi- 
ence was totally acceptable. This 
brings me to the point that neither the 
curriculum nor the subject matter, alone 
or together, framed in gilt-edged ob- 
jectives, will insure learning that is 
lastingly useful or meaningful for the 
student. They are the tools in our 
system of education but not the sole 
means of learning. 

Nurses like obstetrics. Not until 
very recently have I had any proof of 
this beyond experience impressions. A 
few weeks ago I met with 100 graduate 
nurses interested in Nursing Curriculum 
Construction. They were asked if they 
were satisfied with their preparation in 
obstetrics on the basic level. About 30 
hands indicated the affirmative, but only 
2 in the entire group indicated that they 
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would be happy with obstetric care 
under the same conditions in which they 
were prepared. The majority of these 
nurses have been active in hospitals and 
public health agencies for some time. 
They were an informed group. I believe 
that their opinion, though unpremedi- 
tated, reflected more discriminating 
values of obstetric care than those they 
had as students and young graduates. 

Looking for more concrete evidence 
of nurses’ interest in this area, the 
application forms of 534 staff nurses 
who had been employed at the New 
Haven Hospital for the five year period 
between 1945-1949 were reviewed. On 
each of these forms the applicant indi- 
cated in writing her number 1, 2, and 3 
choices of service. These were tabulated 
—a total of 1,420 choices. Three hun- 
dred and forty-five (24.2 per cent) of 
these were for obstetrics. Some nurses 
specified obstetrics, others specified 
nursery only. The total of these, indi- 
cating that their first, second, or third 
choice was for obstetrics, represented 
293 nurses (54.8 per cent), or nearly 
55 per cent of the staff employed. Per- 
haps the old saying, “Maternity nursing 
is women’s business,” carries some mean- 
ing still. 

Now we may consider principles, with 
examples that may lead to satisfactory 
learning experiences on the basic level. 
It is impossible for the instructor to 
provide an inexhaustible supply of gold 
nuggets of information, demonstration, 
and experience at each contact she has 
with the students. Every day she can- 
not reach a high peak of performance. 
But each day she can strive for increas- 
ing excellence and adequacy. 

The methods, to name a few, that she 
may use to set up her learning exper- 
iences are as follows: 


Lectures, with or without the use of a text- 
book. Many instructors prefer an exhaustive 
bibliography and assigned readings. 

Demonstrations, usually confined to skills and 
procedures. 
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Directed observations. 

Group discussions. 

Individual conferences. 

Projects. 

Supervised experience. 

Final placements or assignments to wards. 


The principles that should be con- 
sidered in relation to each of these 
methods, and should filter through their 
application whenever possible, might be 
considered in this order: 


Is the context—or the setting for the job of 
learning—good ? 

Is it something she can work with? 

Is it concrete? Does it call for active 
participation by the student? 


In teaching the unit on labor, the 
presentation and position of the baby in 
the uterus and its relation to the pelvis 
must be understocd in detail by the 
student if the progress, or lack of 
progress, in labor is to be observed. The 
textbooks handle this lightly. The stu- 
dent may memorize positions perfectly 
and may be completely unable to place 
the fetal doll in the demonstration 
pelvis in any of the vertex positions. 
If this material is taught in the class- 
room with a birth atlas, pelvis, and fetal 
doll and repeated return demonstrations 
by the student, only a small per cent 
will recognize similar positions on ab- 
dominal palpation of mothers in the 
antepartal clinics. 

However, when the doctor and/or the 
nurse in clinic teaches the student to 
palpate an abdomen of a mother near 
term, the learning is spontaneous and 
satisfying. Later, when managing 
mothers in labor, this student determines 
a position and presentation. Her find- 
ings are checked by the doctor or nurse. 
In the delivery room, when her findings 
are verified at delivery, she has the satis- 
faction of knowing she was right and has 
faith in this new knowledge because it 
is her own. 

The setting for this learning is good 
because it is concrete, it allows for ex- 
perimentation and discovery, and it 
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engages her active participating purpose. 

Is the learning episode, or experience, 
in the proper focus? Does it have form 
and order? When the students begin 
to examine the state of their hangnails 
or fidget in their chairs, try not to be 
impatient. There is some unfocalized 
teaching going on and the students 
recognize it when perhaps you do not. 

Teaching the fundamentals of good 
antepartal care is dry, abstract material 
until a student is encouraged to tell the 
story of the antepartal care her older 
sister is receiving in another city. The 
role of the bony pelvis in labor does not 
seem too important until the student 
who was thrown from a horse three years 
ago begins to wonder about her chances 
for normal labor. Context generates a 
motive for learning. The proper focus 
activates it. 

Meaningfulness of learning depends to 
an important extent upon the social 
setting in which it is done. The freedom 
with which students form themselves into 
groups reflects their social conscious- 
ness. When these groups present a plan 
for some special project or block of re- 
search in a subject of interest, they are 
exerting a dynamic as well as reasonable 
force. A few weeks ago one of the 
doctors lectured to the students on 
hemorrhage during pregnancy. He spoke 
at length on rupture of the uterus and 
its great risks for mother and baby. 
Within the week one of our mothers who 
was almost at term and scheduled for 
her third section had such an accident. 
On her way to the hairdresser to get a 
permanent, she felt some abdominal 
stirring while she was waiting for the 
bus. This continued, so she took a taxi 
to the hospital. Within an hour she was 
delivered by laparotomy of a living baby 
found outside the uterus in the abdomi- 
nal cavity. Postoperatively, the mother 
and baby withstood the operation and 
delivery quite well. One of the students 
was called for this delivery. Following, 
there was a class discussion of this inci- 


dent, led by the student, who presented 
the case and a short review of the 
literature of similar cases. Here there 
was unquestionable incentive for such 
a presentation. The codperation of the 
group did not call for trick management 
of special methods. It was inherent in 
the interest in an experience shared by 
the entire class. 

All about us we have overwhelming 
evidence that individuals differ from one 
another. So it is perfectly obvious that 
all learning is an individual matter, be- 
cuse each student must do her own 
learning. By the time the students 
reach the obstetric block in their total 
program, the instructor has a general 
idea of the quantitative and qualitative 
potential that each brings to the service. 
By the use of pretests, interviews, and 
observations, further individual differ- 
ences will come to light. The matter of 
planning experiences for the student 
with the keen intellect and little manual 
dexterity oftentimes presents a problem. 
She leads the class in theory but is not 
able to finish her service assignments, 
even with supervision. This student 
might be encouraged to improve the 
quality of her practical work if encour- 
aged by demonstration, example, and 
the help of others in her group, rather 
than urged to work more quickly at a 
greater number of tasks. 

This type of student will do well with 
small assignments—the management of 
one mother through labor and delivery 
and the immediate postpartal period 
will give an opportunity for her to be 
goal-directed within a plan that she has 
made. 

“In spite of the large number of col- 
lege women who do not marry, there are 
more educated women who become 
mothers than there are in any other 
profession.” Many of these educated 
women are completely baffied and anx- 
icus when presented with the problems ° 
of motherhood and family life. Is this 
because many of them have been more 
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adequately prepared to deal with ab- 
stract intellectual effort rather than sub- 
jective emotional experience? Any plan 
of developmental teaching has this aim 
for all learning that the student 
achieves—that it shall be a vital and 
constructive influence in her growth as 
a person toward mental, emotional, and 
social maturity. If the curriculum of 
the school of nursing reflects tais philos- 
ophy, then the unit on obstetric nursing 
should do likewise. 

Will her preparation in obstetric nurs- 
ing prepare the nurse to give adequate, 
safe, and satisfying care to expectant 
couples and their new baby? Will it 
also provide a personal experience and 
self knowledge that will lead to a happy, 
wiser homemaker and community mem- 
ber? The instructor is not only teach- 
ing obstetrics, she is teaching a way of 
life. There is an importance beyond 
the attainment of the objectives of the 
curriculum. There is this effectiveness 
of a series of learnings arranged in time. 
The concepts of the reproductive func- 
tion that the student brings with her 
when she begins her education in obstet- 
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rics color her classroom and _ hospital 
experience. Later, as a graduate and 
a potential mother, these accumulated 
concepts will determine the kind of prac 
titioner or mother she is apt to be. 
Therefore, the instructor in the organi- 
zation of her teaching must consider 
sequence in learning as she has consid- 
ered focalization, socialization, and in- 
dividualization. 

To cover the field of obstetric nursing 
as I have suggested is a very difficult 
thing to do in 12 to 16 weeks. It is not 
impossible. If she has a definite idea of 
the outcomes that she would like to see 
resulting from her teaching, it will be 
easier for the instructor to plan her 
program. If she knows her subiect mat: 
ter and can present it in a setting of 
actual life concerns and actual life inter- 
est and problems, she should obtain re- 
sults that are authentic, lasting, and 
usable. If she will remember that 99 
out of 100 nurses would like to have a 
job in which they are indispensable to 
some doctor who is doing something that 
they believe in, she will find the task of 
developing these beliefs relatively simple. 
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Are We Preparing Public Health 
Nurses for Maternity Care? 


MARION MURPHY, R.N., M.P.H. 


Associate Professor, Public Health Nursing, School of Public Health, 
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subject, “Are We Preparing 
Public Health Nurses for Maternity 
Care?” raises many challenging ques- 
tions. For instance, do we all mean the 
same thing by the term “public health 
nurse,’ by “preparation for public 
health nursing,” and by “maternity 
care’? Perhaps we do, but to many 
citizen groups, to quite a few employers, 
and to some nursing educators, a public 
health nurse is a nurse who wears a blue 
uniform and works outside a hospital! 
The National Organization for Public 
Health Nursing has furnished the pro- 
fession with recommended qualifications 
for public health nursing personnel to 
fill certain types of positions. For ex- 
ample, the staff nurse in a public health 
agency who is to work under direct su- 
pervision should have completed a year 
in an approved program of study in 
public health nursing previous to or 
within five years after appointment.' 
The approved programs of study ® are of 
two kinds, those for graduate nurses 
leading to a bachelor’s degree, which are 
at present offered in 34 universities, and 
those which are a part of basic collegiate 
programs, numbering five at present. 
Completion of an academic year in an 
approved program does not mean that 
the nurse has completed the major in 
public health nursing, as this usually re- 
quires at least one calendar year. How- 
ever, for employment purposes, she is 
usually considered a public health nurse. 
It seems necessary to have a definition 
of a public health nurse in order to con- 


sider present-day preparation realis- 
tically. The annual count* of nurses 
employed in public health for the year 
1949 revealed that only one-third (32.8 
per cent) had completed one or more 
years in an approved program of study 
in public health nursing. This is a situ- 
ation which cannot be ignored as we 
explore the question, “Are We Preparing 
Public Health Nurses for Maternity 
Care?” There is something rather jolt- 
ing in the realization that forty years 
after the first program of study in public 
health nursing began, only a third of the 
nurses working in the public health field 
have had the advantage of such prepa- 
ration. 

But what of a definition of maternity 
care? Do we all mean the same thing 
when we speak of that? Beginning with 
the care of women only during labor and 
delivery, maternity care has expanded 
throughout the years. In its broadest 
sense it now includes premarital counsel- 
ing and everything that contributes to 
safeguarding the health of women 
throughout the childbearing period. 
Does our education of public health 
nurses give them the preparation they 
need to fit into this concept of maternity 
care and to make a worthwhile contribu- 
tion to the needs of maternity patients 
and their families? 

A questionnaire to university pro- 
grams of study seemed to be one way 
to find the answer. Two separate ques- 
tionnaires evolved, one for the public 
health nursing programs of study for 
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graduate nurses and another for the five 
universities offering an approved basic 
curriculum. Twenty-five of the graduate 
nurse programs and three of the basic 
collegiate programs responded with 
varying degrees of completeness of data. 
The limitations of the questionnaire 
method in approaching such a problem 
were fully recognized and the inade- 
quacy of merely listing courses which 
prepare the student fer a specific service 
was appreciated. Questions were de- 
signed to determine the preparation 
provided through university courses and 
field experience in the general area of 
maternity as well as preparation to meet 
some specific public health nursing 
responsibilities. 

In addition to the questionnaires, a 
study was made of the number of ante- 
partal and postpartal nursing visits made 
by graduate nurse public health field 
students during one year at one uni- 
versity. 

Relationship Between Basic Obstet- 
rics and Preparation in Public Health 
Nursing—Approximately half of the 
graduate nurse programs replying stated 
that one or more pretests were given 
to all entering public health nursing 
students to determine the adequacy of 
their basic nursing education. Only one 
school used the test score as a basis for 
waiving any part of the usual content on 
maternity in the public health nursing 
program. Two schools indicated that 
students with low test scores in obstet- 
rics were required to make up the de- 
ficiency. Eight schools used the National 
League of Nursing Education tests, four 
used the A.P.H.A. test and a few used 
special pretests. One difficulty men- 
tioned wes that tests had to be admin- 
istered before the student entered school 
if the score was to be helpful in planning 
the course elections for the first semester. 

Graduate nurses are admitted to pro- 
grams of study in public health nursing 
from basic nursing programs which dif- 
fer greatly in both theory and experi- 
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ence. In terms of length of experience, 
students usually have adequate or ex- 
cessive time in the obstetrical service 
even when they have not had the recom- 
mended time in communicable disease or 
psychiatry. 

Determining the quality of a student’s 
obstetrical experience is more difficult. 
When a student replies to a question 
about her obstetrical preparation in 
terms of how many “scrubs” she had, 
one is left with the impression that pa- 
tients as individuals did not exist very 
clearly for that student, but we may be 
wrong. The fact that the Board of 
Registration for Nurses in her state may 
have required a record «* each student’s 
obstetrical experience in terms of scrubs 
or direct assistance at deliveries may 
have been impressed upon the student, 
and she may believe she is defending 
the standards of her school. 

Preparation for Public Health Nurs- 
ing Responsibilities—The questionnaires 
sought information about courses which 
were designed to give the student prepa- 
ration for certain public health nursing 
responsibilities in maternity care. No 
effort was made to list all responsibili- 
ties, and of those selected, some seemed 
basic and some might be termed “new” 
in terms of traditional aspects of care. 
Included in the responsibilities of the 
public health nurse were: Selection of 
antepartal and postpartal patients for 
nursing service, provision of continuity 
in nursing care, ability to contribute ad- 
ditional security to the patient and fam- 
ily during the maternity cycle, and 
leadership of classes for expectant 
mothers or parents. The questionnaire 
did not seek specific information regard- 
ing the student’s understanding of com- 
munity resources for marriage counsel- 
ing, although it is known that some 
schools incorperate such content into 
maternity preparation. 

Selection of Maternity Patients for 
Public Health Nursing Service—It would 
seem reasonable to assume that an 


4 
il 


Vol. 41 MATERNITY CARE 97 


agency employing a prepared public 
health nurse should expect her to have 
an understanding of factors influencing 
selection of maternity patients for nurs- 
ing service. She should know that her 
antepartal case load may be affected by 
such factors as the presence or absence 
of obstetricians serving the same area, 
by the kind and amount of nursing 
service available in physicians’ offices, 
by the presence or absence of other 
public health nursing agencies, by avail- 
ability of expectant parents classes, or 
by agency policy limiting her case load 
to primiparas or to patients having home 
deliveries. Where does she obtain prepa- 
ration for selecting maternity patients? 
According to the questionnaire replies, 
graduate nurse students received such 
preparation mainly in courses such as 
those on maternal and child health, 
principles of public health nursing, and 
special fields in public health nursing. 
One of the basic collegiate programs 
mentioned somewhat similar courses, and 
one stated, “In our clinic the nurse has 
no responsibility for the selection of 
patients.” 

The study of number and distribution 
of maternity visits made by field stu- 
dents at one university offers additional 
information on this point. Most of these 
students had a semester of field work 
divided equally between visiting nursing 
and rural or urban health departments. 
During the visiting nurse service, ante- 
partal visits constituted 5 per cent of 
their total visits and postpartals 17 per 
cent, or a total of 22 per cent of student 
visits for maternity; while with official 
agencies, 5 per cent of their total visits 
were antepartals and 9 per cent post- 
partals—a total of 14 per cent of student 
visits for maternity. Analysis of the 
number of families served would pro- 
vide an interesting comparison, for it 
should be remembered that in the visit- 
ing nurse service many postpartal pa- 
tients were seen several times. 

While student field experience in a 


training center usually reflects the type 
of program carried by the agency, recent 
field studies* have indicated that ante- 
partal service does not have as high 
priority as certain other “newer” serv- 
ices. In some instances, supervising 
nurses in training centers have suggested 
that the agency make a greater effort 
to plan antepartal visits for students 
than seems possible for the agency at 
large. In evaluating the relationship 
between field experience and theory, field 
students from the university in question 
frequently commented, “We expected to 
have more experience with antepartal 
patients, since we spent so much time on 
it in class.” However, the majority of 
questionnaire replies from both types of 
university programs indicated that stu- 
dents seemed to gain sufficient under- 
standing of how maternity patients were 
selected for service even though the 
number of patients seen during field ex- 
perience was limited. 

Continuity—We hope that students 
have had opportunities throughout their 
clinical experience to see and participate 
in programs that provide continuity in 
nursing care for maternity patients. Re- 
ports from the field,* however, even in 
recent months, indicate that some of the 
machinery for referrals is rusty and that 
it takes constant effort on the part of 
nurses, administrators, social workers, 
and physicians, in and out of the hos- 
pital, to see that continuity in patient 
care becomes a reality. Questionnaire 
returns from the courses for graduate 
nurses indicated that the same three 
basic courses were thought to contribute 
to the students’ ability to arrange for 
continuity of nursing care. Field expe- 
rience was rated as important in giving 
the student insight about how referrals 
work. The majority of these schools re- 
ported that students saw a successful 
referral system in action in the field 
agencies; some said that students par- 
ticipated in such referrals. All the basic 
collegiate programs reporting indicated 
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that their students saw an effective re- 
ferral system in operation both in the 
hospital obstetrical ‘service and in the 
field agency. 

Ability To Contribute Additional Se- 
curity to the Patient and Family—The 
employing agency should expect that a 
prepared public health nurse will have 
ability to contribute additional security 
to the patient and family during the 
maternity cycle. Because this is one of 
those vague generalizations which can 
mean everything or nothing in terms of 
what the nurse does, the questionnaire 
included some specific examples of both 
physical and emotional aspects of se- 
curity. It is realized that clinic and 
hospital nurses also contribute to the 
same situations. 

Assistance to the Patient and Family 
in Applying Principles of Good Nutri- 
tion—All the questionnaire replies indi- 
cated that students had a course in 
nutrition. By name, at least, the courses 
given in the basic collegiate programs 
seemed to emphasize diet therapy rather 
than normal family nutrition. It would 
seem significant to point out here that 
the American Dietetics Association ® and 
the Committee on Professional Educa- 
tion of the American Public Health 
Association ® have differentiated between 
diet therapists and public health nutri- 
tionists and that their preparation is 
somewhat different. Both would there- 
fore have a contribution to make toward 
the education of public health nurses. 
A large majority of replies from both 
types of program indicated that during 
field experience students had oppor- 
tunity to work with a public health nu- 
trition consultant and to learn how to 
use such a resource person. Nurses 
should be familiar with the many studies 
now in progress in which a relationship 
between nutrition and the outcome of 
pregnancy is indicated. 

In writing of New York City’s pre- 
mature care program recently, Dr. Wal- 
lace™ said, “The biggest job is preven- 
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Medical science 


tion of prematurity. 
already knows enough to prevent many 
premature births by the provision of 
good prenatal care, by teaching the facts 
of good nutrition to all mothers. We 
must apply this knowledge where it is 
needed.” The public health nurse has a 
definite responsibility for giving impor- 
tant and sound nutrition information in 
such a way that patients and families 
can and wil! utilize it. The public health 
nutrition consultant can help the nurse 
with ways and means of translating sci- 
entific information into practice in 
everyday living. 

Certain other examples of how a pub- 
lic health nurse could add to a family’s 
security were defined as: Helping pre- 
pare the primipara for labor and deliv- 
ery; helping mothers prepare for and 
practise breast feeding; interpreting 
rooming-in to expectant mothers. In 
general, both groups of students had 
courses in psychology, mental hygiene, 
maternal and child health, child growth 
and development, and social and health 
aspects of nursing or public health nurs- 
ing services to prepare them to meet 
these responsibilities. During field expe- 
rience a large majority of the graduate 
nurse students and all the basic col- 
legiate students participated in at least 
one family care study centering around 
a maternity situation. 

Replies from schools with basic col- 
legiate programs indicated that their 
students received their major prepara- 
tion for helping mothers get ready for 
labor and breast feeding in their basic 
obstetrical experience and that would 
seem to be where it belonged rather than 
in a course labeled “Public Health.” 

The foregoing sounds a little as 
though helping a mother prepare for and 
practise breast feeding was just a set of 
instructions, and it is far from that. The 
public health nurse is going to be asked 
questions such as, “Why should I nurse 
my baby when formulas are so safe 
today?” “Will I lose my figure—get 
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fat and out of shape?” “Do you know 
of a really good nursing brassiere—my 
sister had an awful time and _ finally 
weaned her baby.” “Can I be a good 
mother and not nurse my baby?” The 
way the nurse meets these and other 
questions will probably be consistent 
with the way she meets other family 
situations. Will she try to understand 
what kind of people the maternity pa- 
tient and her husband are, and why they 
feel as they do about a lot of things? 
Does she listen and evaluate, offering 
explanation skillfully and with no pres- 
sure, leaving the patient free to make 
her own decision? Or does she, in good 
faith, interject quite a few “shoulds” 
and “breast feeding is better because” 
into the conversation, so that the mother 
feels confused and even guilty? 
Rooming-in and Natural Childbirth— 
According to the replies from graduate 
nurse programs, apparently all included 
some class discussion on rooming-in. All 
the basic collegiate schools replying 
stated that their students had experience 
in a rooming-in unit as part of obstetrics, 
although some units were described as 
of “modified type.” Rooming-in, like 
breast feeding, is something that the 
public health nurse in the community 
is going to be asked about. After all, 
our patients read Life, Look, and the 
Ladies Home Journal and husbands read 
Esquire, and a common question is, 
“Why doesn’t our local hospital provide 
such facilities?” What does the public 
health nurse say when she hears a com- 
ment that rooming-in is just a way of 
saving nursing time—does she know 
what studies or experience have shown? 
If mothers say, “But rooming-in is only 
for mothers of first babies, isn’t it?” 
does she know the findings of studies 
which included multiparas? What about 
rooming-in versus the large nursery, so 
far as new-born epidemics are con- 
cerned? Do we have sufficient epidem- 
iological evidence that large nurseries 
are unsafe, and is it right to give ex- 


pectant parents that impression when 
that is the only facility available? This 
has been done! 

Another example of how the public 
health nurse might give security was 
through assistance to mothers in prepa- 
ration for “natural childbirth.” This 
statement on the questionnaire read, 
‘Assisting mothers in preparation for 
natural childbirth through demonstra- 
tion of exercises and related teaching.” 
Approximately three-fourths of the 
graduate nurse programs replying indi- 
cated that natural childbirth was dis- 
cussed, and in some it was ‘related to 
body mechanics but the exercises were 
not observed or demonstrated. Several 
schools stated that they hoped to de- 
velop this area further in the near future. 

All the basic collegiate programs re- 
porting indicated that their students 
were taught the Heardman exercises as 
preparation for assisting mothers with 
natural childbirth and had opportunitv 
to apply their understanding when car- 
ing for patients in labor 

Congenital Syphilis—The last exam- 
ple of a public health nursing contribu- 
tion to patient and family security was 
concerned with assistance in the detec- 
tion of acquired and congenital syphilis. 
This was included because of the present 
emphasis on prevention of congenital 
syphilis. The majority of the programs 
for graduate nurses indicated that such 
preparation was given both in a public 
health nursing course and in com- 
municable disease contrel. Approxi- 
mately one-fourth of these programs 
were offering a special course in venereal 
disease control. All the basic collegiate 
schools replying indicated that syphilis 
was included in obstetrical lectures by 
physicians and nurses, as well as in com- 
municable disease lectures. 

It is hard to determine from the re- 
plies how much awareness public health 
nursing students have of the status of 
syphilis control today. Do they regard 
syphilis as a rapidly declining threat 
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since the widespread use of penicillin? 
Or do they realize that the number of 
cases of congenital syphilis reported an- 
nually in the United States has remained 
constant for the past five years; and, 
most important, do they relate this 
knowledge to their care of maternity 
patients? That there are missed oppor- 
tunities for detection and treatment of 
syphilis during the maternity period is 
brought out sharply in a recent report ® 
which states that only one-fifth of the 
congenital syphilis reported is found in 
children under one year of age. Do our 
students know of the new Filter Paper 
Microscopic Test,” which may reduce 
the need to perform jugular punctures 
in infants and children—and do they 
realize that its use may have definite 
public health nursing implications? 

Group Instruction—Reports from the 
field indicate a growing interest in group 
instruction for expectant mothers or 
parents and a great need for nurses who 
are better prepared to lead such groups. 
How do public health nurses achieve the 
balance of background between mater- 
nity content and group work methods 
which is necessary? All but three of 
the programs for graduate nurses indi- 
cated that they required a course in 
methods of teaching health, and in a few, 
opportunity for practice teaching was 
available. Approximately one-half of 
the replies stated that students had op- 
portunity tc observe mothers’ classes 
during field experience, slightly less than 
one-third said that students participated 
in such classes, and two indicated that 
field students were conducting such 
classes. 

No reports from the basic collegiate 
programs listed a course in teaching 
methods or group work, although one 
comment was made that methods of in- 
dividual teaching were covered in the 
course—Social and Health Aspects of 
Nursing. While these reports indicated 
that students had good opportunity for 
observation, participation, and even a 
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little independent work with groups, 
quite a bit of their group work experi- 
ence seemed to be in outpatient clinic 
situations. Certainly we all have much 
to learn about how to prepare nurses to 
organize and lead a mother’s class, and 
any group work experience with a per- 
missive atmosphere should help. How- 
ever, group work experience in even the 
best clinic situation would not seem to 
prepare the student adequately for 
working with a sponsoring community 
agency in promoting and organizing a 
mother’s class, securing approval from a 
medical society or group of community 
physicians, and keeping up interest and 
attendance in competition with a large 
number of neighborhood and community 
activities. The clinic group is “ready- 
made”’ in a sense and while it supplies a 
certain type of good experience, the 
public health nursing stud+nt who is 
preparing to work in the community 
may benefit most from a community- 
sponsored class. 

Amount of Preparation—One of the 
things attempted in the questionnaire 
for graduate nurse programs was to de- 
termine what preparation nurses re- 
ceived for maternity care in relation to 
the length of time they were in school. 
For instance, training divisions in state 
health departments are apt to send 
nurses to school for an academic year of 
preparation (two semesters or three 
quarters). A few states extend stipends 
to a calendar year, and this means that 
approximately three semesters or four 
quarters can be completed. What does 
the nurse get who is in school for one 
academic year—what is she prepared to 
do as compared to the nurse with three 
semesters or with a bachelor’s degree? 
Do students who enroll in a program of 
study for only one academic year usually 
have field experience? Do they take the 
usual courses which prepare them to lead 
mothers’ classes? The questionnaire 
failed to reveal this information. 

My reason for digging so hard at an 
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answer to what we do for the nurse who 
comes to school for a year is that, 
despite wishful thinking, a year is still a 
common period for graduate nurses to 
study—especially if dependent on their 
own financial resources or on a state 
stipend. Granting that the future of 
nursing education lies in an integrated 
collegiate pror-am, it is likely that pub- 
lic health nursing study will continue to 
be offered for some time to graduates of 
three year schools and collegiate schools 
lacking joint accreditation. 

While recognizing that the prepara- 
tion a student secures in maternity and 
other subjects in one year is far from 
adequate and that part of it may be 
“patchwork” or make-up of basic de- 
ficiencies, it would seem important that 
university programs continue an interest 
in this group of students during what 
has been termed an interim period in 
nursing education. Faculty, however, 
will need to continue constant interpre- 
tation as to differences in preparation 
between a two or three semester student 
and one completing the degree program. 

For example, the degree student 
should be quite weil grounded in ma- 
ternity content, in psychology, mental 
hygiene, and teaching methods; she may 
have had electives in adult education 
and group dynamics. The student who 
has had two semesters of preparation, 
on the other hand, had had less content 
in maternity and often no direct prepa- 
ration for leading an expectant parents’ 
group. 

According to desirable standards, 
she is not well prepared to practise pub- 
lic health nursing, and yet many states 
will testify that their one year stipend 
nurses are contributing a great deal 
toward rapidly expanding local health 
services—and perhaps more important— 
they are needed now. When we consider 
how we are preparing public health 
nurses for maternity care or for other 
services, we cannot help but be con- 
cerned that we prepare so few in relation 


to the number employed when the need 
is sO great. 

One other way in which nurses are 
prepared for maternity care is through 
inservice education courses planned by 
universities and state and local public 
health agencies. With joint planning of 
schedules, faculty members may be able 
to participate more generously in field 
institutes and workshops on maternity 
care. Such field meetings on the subject 
of maternity often have the advantage 
of bringing hospital and public health 
nurses together and focusing their com- 
bined interest on the patient—and that 
in itself can be a stimulating experience. 

In conclusion, the questionnaire re- 
turns seemed to show a real effort on the 
part of universities offering both gradu- 
ate nurse and basic collegiate programs 
to meet the needs of public health nurses 
in the maternity field. Data supplied and 
omitted served to raise questions as to 
the direction our teaching should take in 
the future. From even the limited evi- 
dence presented, the basic collegiate 
programs would seem to have the advan- 
tage in terms of good preparation in 
obstetrics presented in a dynamic situa- 
tion. In some instances there seemed 
to be a need to emphasize community- 
centered rather than institution-centered 
experiences for these students. Certain 
strengths were apparent, too, in the 
maternity content of the graduate pro- 
grams. These would appear to deserve 
careful scrutiny from the curriculum 
planners before sweeping changes are 
recommended. 

It seems futile to argue which type of 
public health nursing program prepares 
the “best” maternity nurse when a more 
modest approach might indicate that 
there is room for study and improvement 
in all preparation today. Hope for the 
future would appear to lie in better 
basic obstetrics for every nurse—with an 
integrated curriculum rich in hospital 
and community experiences which will 
prepare the public health nurse of the 
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future to reach still higher levels of 
service to maternity patients and their 


families. 
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The Training of Nursing Personnel 
For Maternity Service in 


England and Wales 


MARGARET BROOKSBANK 
Matron, Lordswood Maternity Home, Birmingham, England 


i» a report published by the Royal 
College of Obstetricians and Gyne- 
cologists in 1944, the aims of a maternity 
service were set out as follows: 


A maternity service should have three prin- 
cipal aims: The first is to bring the mothers 
safely through pregnancy, labor, and the 
puerperium. The second is to secure the birth 
of a healthy infant with the best possible 
endowment of its tissues to protect it against 
the diseases of childhood. The third is to 
leave the mother at the end of her lying-in 
period as well as she was when she became 


pregnant. 


The fulfiliment of these high aims and 
their ultimate value to the family and 
nation depends in no small part on the 
work and training of the British mid- 
wives. Midwives are present at more 
than 90 per cent of confinements and act 
as independent practitioners with full 
responsibility in 60 per cent of the cases 
in England and Wales. 

In 1902 an Act was passed by Parlia- 
ment to secure the better training of 
midwives and to regulate their practice, 
and a board was appointed to this end, 
namely The Central Midwives Board. 
Three other Acts have been passed since 
that time, the last in 1936, thus showing 
the understanding of the public about 
the value of improved midwifery 
services. 

Midwifery training is in two parts: 

Part I extends over a period of six 
months for State Registered Nurses, and 


over 18 consecutive months in all other 
cases. The prescribed course must be 
taken in a hospital approved by the 
C.M.B. The lecturers, teachers, and 
examiners must also be approved, hold 
the highest qualifications, and have had 
a wide experience of obstetrics. The 
pupil must attend— 


1. At least 38 lectures, supplemented by prac- 
tical demonstrations and tutorial classes. 

2. Conduct antenatal examinations on not less 

than 50 pregnant women. 

Witness 10 labors. 

Conduct 10 labors. 

. Attend and nurse not less than 20 lying-in 
women and their children during the 14 days 
immediately following labor. 


t 


If the candidate passes her examina- 
tions at the end of this training, she may 
proceed to Part II of the course. This 
part extends over a period of six months 
and is mainly practical. During this 
time the pupil will: 


.Attend lectures on the social and legal 
responsibilities of a midwife. 

. Attend and take responsibility for the ante- 
natal care of 20 women. 

. Attend and take responsibility for 20 women 
during labor, delivering the child and 
placenta. 

. Attend and nurse 20 women and their chil- 
dren during the 14 days following labor. 


w 


In addition, she will receive theo- 
retical and practical instruction in the 
administration of nitrous gas analgesia; 
and will attend maternal and infant wel- 
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fare centers and venereal disease clinics. 

The whole of Part II training may be 
taken on the district with an approved 
teacher, but the common practice is for 
only the last three months to be spent on 
the district. 

Success in the examination, following 
Part II training, entitles the pupil mid- 
wife to be enrolled as a state Certified 
Midwife, and, provided that she notifies 
the Central Midwives Board and the 
local supervising authority of her inten- 
tion to practise, she may do so. 

The midwifery profession offers a 
wide field for service and promotion. 
After three years practice as a midwife 
(two years of which must be spent in a 
teaching hospital) the nurse may take a 
postgraduate course and prepare herself 
for the Examinations for a Midwife 
Teachers Diploma. There are many 
other opportunities offered as Matrons, 
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Supervisors of Midwives, Domiciliary 
Midwives, Wards Sisters, and Maternity 
Nurses. Midwives may take specialized 
training in the care of the premature 
baby to be nursed either at home or 
in hospital, and one of the exciting new 
posts is that of Staff Midwife on the 
team known as the Obstetric Flying 
Squad. 

Seventeen thousand midwives are 
practising today, helping to provide an 
efficient service to mothers during preg- 
nancy, labor, and the lying-in period, as 
the published statistics show. The 
maternal death rate in 1949 was 0.86 per 
1,000 total births. 

The ultimate good of this training 
and service can best be judged by the 
mothers of the country; and by the ob- 
stetricians and gynecologists without 
whose help and teaching we could not 
function efficiently. 


The Midwife's Part in Maternity Work 
and Her Training in Finland 
KATHE BROTHERUS 


Supervisor of Public Health Nursing and Midwifery, Province of Uusimaa, 
Finland 


ap Finland, state registered midwives 
give midwifery care as well as do<- 
tors. State registered nurses without 
midwifery training have officially no part 
in it. 

There are two laws concerning the 
maternity program, one governing the 
practice of midwives, the other dealing 
with health centers. 

The work of midwives is directed by 
a chief midwife at the State Medical 
Board in Helsinki. The country is di- 
vided into provincial departments of 
health, each of which has a midwife 
superior who supervises the work of mid- 
wives in her area. The law requires that 
every rural county must employ one mid- 
wife per 5,000 population. 

All preventive work is concentrated 
in health centers. Each midwife assists 
the doctor at his monthly clinic and 
holds her own weekly clinic. She visits 
the mothers at home regularly. About 
90 per cent of all mothers receive pre- 
natal care from midwives. 

Midwives are responsible for all nor- 
mal confinements, both in homes and 
hospitals. They must be able to judge 
when the help of a physician is neces- 
sary. Home confinements are conducted 
free of charge. 

With the help of prenatal care, the 
majority of mothers likely to need hos- 
pitalization are recognized beforehand. 
If possible, primiparas are delivered in 
hospitals. Fifteen hundred beds are 
available in lying-in hospitals. 


In 1947, 53 per cent of all deliveries 
took place in hospitals, 40 per cent were 
attended at home, and 7 per cent had 
no trained help. 

In the majority of cases the midwife 
herself cares for the mother on the day 
after the confinement, or longer, if 
necessary. She has often long distances 
to go, via bicycle or skiing. We do not 
have cars for midwives. She must make 
arrangements—preferably beforehand— 
to have someone in the home who will 
care for mother and baby when she 
leaves. Some communities have visiting 
homekeepers who do this. 

The course of training for midwives is 
two years. Graduate nurses are per- 
mitted to train in one year. 


THE TRAINING OF MIDWIVES IN FINLAND 

According to the Act of 1934, the 
State maintains a School of Midwifery 
in Helsinki, the capital of Finland. The 
Act provides that the training of mid- 
wives shall be supervised by the State 
Medical Board. 

iintrance requiremenis: 19-30 years 
of age, good health, “public school” edu- 
cation (8 years of general education). 

Length of the course: Two years, of 

which one month is for vacation. 

The program includes: 1. During the 

preliminary period (3 first months) 

a. Lectures in anatomy, pathology, 
bacteriology, psychology, personal 
hygiene, population politics, ethics 
and history of midwifery, nutrition, 
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child care, first aid, theory of nurs- 
ing, pharmacology. 


. Demonstrations and practice in 


classroom and, in the latter part 
of this period, in the wards of the 
lying-in hospitai of the School of 
Midwifery. 


2. After the preliminary course: 
a. 


Lectures in normal delivery and 
pregnancy, pathological delivery, 
puerperium, child care, maternity 
care and welfare, midwifery laws 
and acts, general hygiene, gyne- 
cology, venereal diseases, tubercu- 
losis (preventive point of view), 
sex hygiene, social welfare, lec- 
tures about cases cared for in 
hospital, maternity gymnastics, 
theory of narcosis, techniques of 
the delivery and operating room. 


. Parallel with the theoretical teach- 


ing mentioned above, which is 
given during three terms of 3 
months of length, the students have 
their practical field work in all 
special fields of midwifery as fol- 
lows: 
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Maternity centers 2 months 
Delivery room (Each student shall 

have 50-60 cases) is 
Child Welfare Office 
Gynecological wards 
Rural community (working with 

the supervising midwife) 2 se 


Children’s home (healthy children) 2 _ 
Lying-in hospitals (pre- and post- 


partum care, new borns) aig 


Registered nurses and nurse students 
(during the last 8 months of their nurs- 
ing education) can specialize in mid- 
wifery in 13 months, of which time they 
have one month vacation. They have 
two terms of theory, also parallel with 
the field work, and take all lectures of 
the later part of the general midwifery 
course except pharmacology and gyne- 
cology. The practical field work is as 
follows: 


Maternity center 2 
Delivery room 5 
Rural community 2 
Hospital wards (ante- and post- 
partum care, new-borns) 2 


months 


“ 


Special field work will be arranged 
according to the needs of the students. 
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JOINT SESSION FOR PUBLIC HEALTH, NURSING AND HOSPITAL 
ADMINISTRATION: WHAT AND HOW SHALL WE TEACH EXPECTANT 
PARENTS? 


Chairman: Avice V. Kettner, Pu.D., Professor of Education, New York 


University, New York, N.Y. 


What and How Shall We Teach 


Expectant Parents? 
THE POINT OF VIEW OF THE PEDIATRICIAN 


MARY E. MERCER, M.D. 
Assistant Professor of Pediatrics in Psychiatry, New York Hospital, New York, N.Y. 


I SHOULD first like to say a word 
about the pediatrician himself. Im- 
munization practices and the use of 
chemotherapy are freeing him more and 
more from the urgent demands of acute 
and overwhelming illnesses. His advice 
regarding children’s behavior at all 
ages is sought by parents, who in turn 
are confused by the current onslaught 
of speeches, magazine articles, newspaper 
reports, radio and television programs 
on the do’s and don’ts of rearing chil- 
dren. The pediatrician’s growing need 
for a basic orientation in the field of 
normal emotional growth and develop- 
ment of children, so that he can guide 
these parents wisely, is well reflected in 
the new type of pediatric training in 
the teaching hospitals throughout the 
country, where the basic principles of 
normal emotional growth and develop- 
ment are being taught in a very con- 
crete way as part of the routine training 
of the modern pediatrician. 

Once the pediatrician has been ori- 
ented to this point of view, it becomes 
apparent that the best preparation for 
future parents in understanding and 
meeting the normal needs of their chil- 
dren should start long before their first 
visit to see him in the well baby clinic. 


His own interest in trying to get this 
parent-child relationship off to a good 
start is taking him into fields outside of 
the purely medical setting in which he 
would normally see his patient. These 
fields benefit, in turn, from his active 
participation and approval. 

He sees clearly that as families in our 
present culture have tended to become 
smaller, the average adolescent girl of 
today has had little or no practical ex- 
perience with young children. They 
are no longer able to practise on their 
mothers’ babies as in former days. Too 
many prospective parents are having 
their first experience in handling an in- 
fant with their own first child. The 
pediatrician realizes that it is always 
easier to be more objective about some- 
one else’s child. For this reason he 
endorses heartily all efforts to teach and 
demonstrate what a child is like as part 
of the educational experience of every 
boy and girl. The growing tendency 
toward baby demonstration classes in 
high schools and the establishment of 
nursery schools in colleges are steps in 
this direction. So are the increasing 
number of fine films about children. 

After these young people marry and 
become expectant parents, the pedia- 
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trician knows the most effective prepa- 
ration can be done in the prenatal clinic. 
First of all, expectant mothers are an 
audience par excellence. The hopes and 
fears that are connected with pregnancy 
cancel out many previous variations in 
interests and backgrounds. The ideal 
group is small and informal, so that easy 
discussion is natural. In this setting no 
one makes a speech. It is a simple 
matter to encourage these future 
mothers to.talk. My experience has 
been that each group invariably dis- 
cusses certain subjects. 

One is the appearance of an infant. 
Few of them have ever seen a new-born 
baby. Their idea is influenced by the 
advertisements, which invariably show 
a beautiful, plump one to two month 
old, cosmetically perfect. We have 
known mothers who have been so 
shocked at the first sight of their small, 
thin infants, that it took weeks of re- 
assurance before they could accept the 
discrepancy between their mental picture 
of the child and the child in reality. 

I need not point out the trouble the 
young mother stores up for herself if 
she has definitely made up her mind as 
to the sex of her child. In a group, it 
helps to take a tally on this point. They 
learn from each other the degree to 
which they have sold themselves this 
particular bill of goods. 

Another point, which is always strik- 
ing, is the amazing lack of understanding 
they have about their own bodies. One 
woman, who had had many prenatal 
examinations, hesitatingly said that she 
heard the doctors mention that ‘the 
vertex was floating.” She and her hus- 
band could not find the word in the 
dictionary and she simply had to know 
whether it was good or bad. 

Another typical example is concern 
about inverted nipples. That condition 
seems quite self-evident to us. How- 
ever, in these discussions it is not at all 
uncommon for a young mother to say, 
“T want to nurse my baby but I know 
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I can't do it if I have inverted nipples, 
and I don’t know whether I have or not. 
What does it mean?” 

The question of whether to breast 
feed or to bottle feed always comes up. 
It is interesting to see over the past 
several years the growing tendency of 
mothers who really want to nurse. I 
think it is important for the individual 
girl to make this decision for herself, 
in terms of what would make her more 
comfortable. There is no dobut that we, 
as medical people, can influence these 
expectant mothers in oae direction or 
another. The basis of a good mother- 
child relationship is founded upon the 
procedure which is most comfortable and 
satisfying to the mother. If the mother 
really wants to nurse, it is our responsi- 
bility to encourage her. If, on the other 
hand, the mother for any reason does not 
want to nurse, I think it is equally our 
responsibility to permit her to bottle 
feed. To persuade a mother against her 
will to nurse when she wants to bottle 
feed, or to bottle feed when she wants 
to nurse, invariably creates needless ten- 
sion in a feeding situation. The mother 
who wants to nurse but cannot because 
of a medical indication is in a different 
situation and can work through her dis- 
appointment with understanding and 
reassurance. 

One further point I should like to 
make: The nursing mother needs to be 
told that a normal supply of milk takes 
a week or two to become established. 
The number of telephone calls that the 
Pediatric Department receives from 
nursing mothers a day or two after their 
discharge is incredible. It is all too 
easy, over the telephone, to tell such a 
mother that she had better give up breast 
feeding and use the bottle. The pedia- 
trician, who is well oriented to an under- 
standing of the emotional factors of a 
nursing couple, would never seek such 
an easy way out. 

Another area that is of particular con- 
cern to the expectant parents is the plan 
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for extra help, after the mother’s dis- 
charge from the hospital. Mothers who 
want someone to do the household 
duties, leaving them free to become 
acquainted with their new child, are be- 
coming more numerous. The girl who 
feels anxiety and inadequacy in the 
care of the infant invariably says that 
she plans to have a trained nurse with 
her to take care of the baby for a few 
weeks. These mothers need extra en- 
couragement throughout the pregnancy 
period so that they will not feel so over- 
whelmed by their own inexperience. So 
far as I know, the only way to get ex- 
perience is to have experience. 

I have said nothing about the father; 
unquestionably, the ideal prenatal clinic 
would include both parents. At the 
present time in most hospitals, classes 
for expectant fathers are held separately 
from’ the informal discussions with the 
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mothers. The growing experience that 
we are having with various kinds of 
rooming-in plans clearly illustrates that 
dealing with both parents, jointly, has 
tremendous meaning and value in fos- 
tering a comfortable and _ successful 
family unit. 

In conclusion, I should like to stress 
that the pediatrician who has had some 
part in preparing expectant parents to 
be comfortable and to enjoy their child 
reaps his reward in the establishment of 
an easy, smooth relationship between the 
child and his parents from the start. It 
is the function and privilege of the pedia- 
tricians of the well baby clinics and 
pediatric clinics, as well as of those in 
private practice, to continue to foster 
guide, and support this basic relation- 
ship between a child and his parents 
throughout all the years of the child’s 
growth and development. 


I 


What and How Shall We Teach 


Expectant Parents? 
THE POINT OF VIEW OF THE NURSE 


CAROL JANEWAY, R.N. 


Parent Counselor, Maternity Center Association, New York, N. Y. 


DAY’S parents are different! A 
generation ago expectant parents 
were patients—that is, they did what 
they were told and they let the doctor 
and nurse do to them what they thought 
best. But today’s parents are not pa- 
tients any more. They are eager to know 
every last scrap of information they can 
glean about pregnancy, labor, the baby, 
the doctor, the hospital, the why of every 
medical and nursing procedure, ad in- 
finitum. They want to know these facts 
so that they can take part actively in 
the coming of their babies. 

Many doctors and nurses resist this 
ebullient spirit. They dislike patients 
with a yen to know, patients who ask 
questions at every turn. Their questions 
may be stumpers. Some mothers and 
fathers want to be with each other dur- 
ing labor. Some want to learn to know 
the baby in the hospital and to partici- 
pate in his care from the beginning. This 
means a radical modification of estab- 
lished hospital routines. The very place 
of the doctor and nurse in obstetrics is 
altered by these people who refuse to be 
patients. The mother and her baby 
assume the center of the stage instead of 
the doctor and the nurse with their 
specialized knowledge and _ life-saving 
techniques. When a mother wants to be 
the first to tell the doctor, “It’s a boy,” 
that is a revolution in obstetrics. 

If you could see the disappointment 
on the faces of parents who have to be 
turned away at the Maternity Center 
Association’s expectant parents’ classes 
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because of lack of room and staff, you 
would quickly sense how deep is this 
yearning for learning among the people 
who do not want to be patients. Never 
in life is there a greater readiness to 
learn than when the first baby is on the 
way. These young parents sense deeply 
the change that is coming into their 
family life. They know that new re- 
lationships are being formed which will 
be permanent and they are uncertain as 
to what these changes will mean to them. 

I shall not dwell on all the facts which 
help to make real this purpose in the 
lives of young parents. [I think we all 
agree that the dynamic story of human 
biology in its broadest sense is the chief 
focus of classes for expectant parents. 
These include the principles underlying 
all relationships in harmonious family 
living, facts about the importance of 
good nutritition and how to select and 
prepare the right foods according to indi- 
vidual needs, the facts about good 
hygiene, of selecting expert medical care, 
why the doctor’s supervision is important 
to health, and why health of mind, body, 
and spirit is important in childbearing, 
facts about the human body and how it 
is constructed for reproduction, facts 
about the developing baby week by week 
and month by month. 

I should like to dwell here upon one 
phase of teaching parents’ classes— 
preparation for labor. There is no doubt 
in my mind, as i have taught parents 
at the Maternity Center in New York 
and at the Grace-New Haven Com- 
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munity Hospital, that the mothers who 
are prepared for labor have a more com- 
fortable time, take an intelligently active 
part in the natural process of childbirth, 
and require less anesthesia and that their 
babies as a result are less subject to 
severe anoxia with all the resultant ill 
aftereffects. Perhaps most important of 
all, they truly enjoy having their babies. 

What, then, is adequate preparation 
for labor? 

Throughout the full nine months, 
parents-to-be are looking forward to the 
events of labor. What they expect de- 
pends to a great extent upon their ex- 
perience in childhood and adolescence 
and upon their own days of courtship 
and marriage. These ideas may vary, 
from expectation of unbearable pain to 
sentimentally sweet nothings about pink- 
cheeked cherubs. Old wives’ tales of 
countless generations may be woven 
into the vague memories from a college 
course in biology. The ideas of these 
parents are further molded during preg- 
nancy by conversations at home with 
friends and relatives of the “Now, when 
I had my baby” variety; also by con- 
versations in doctors’ offices in which 
such frightening expressions as forceps, 
intravenous pit, and progesterone in- 
sufficiency, may be prominent. We can- 
not overlook these and other sources of 
information and opinicn if we are to do 
a conscientious job of preparing parents 
for labor. Ever since Mariceau in the 
17th century declared that pregnancy is 
a sickness of nine months duration, the 
shadow of disease and death has hovered 
over childbearing and the medical and 
nursing techniques and attitudes which 
have been centered on_ parturition. 
“Therefore,” reasons any sane and sen- 
sible expectant mother, “if pregnancy is 
illness, then labor must be, too. Illness 


is uncomfortable and painful, therefore, 
labor must be, too.” 

In view of this multifarious informa- 
tion, of fact and pseudo fact boiled to- 
gether into a doubtful pudding, one 
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all-important fact needs to be made clear 
in teaching parents about labor. Child- 
bearing is one of the normal functions 
of living. Labor is one event in child- 
bearing. it is a natural process—the 
climax of many interdependent natural 
processes, ordained by biologic laws, 
perfectly timed in a marvelous sequence 
to culminate in the birth of a baby and 
the restoration of the mother’s body 
after labor. 

So the teacher starts with the assump- 
tion that childbearing is a normal 
function of the body, that Sabies develop 
naturally, perfecting their own bodies 
hour by hour and week by week, and 
that expelling the baby by muscle action 
when he is ready to be born is as natural 
as the continued regular muscle action 
of the heart and the periodic and regular 
contraction of the muscles in the colon. 

As the facts about the naturalness of 
childbearing are discussed with ex- 
pectant parents, you can actually see 
the expression on their faces change. 
The tense lines of fear relax. Fear— 
that most causative agent of tension and 
pain and illness—is chiefly generated by 
lack of knowledge. The unknown is a 
dark and gloomy jungle infested with the 
nightmares of imagination. 

The doctor who examines 4 woman 
during pregnancy may not find a single 
sign of malfunction. The woman’s body 
may be fit. But is she ready for labor? 
She may not be ready for labor if she 
and her husband lack the information 
about what happens moment by moment 
and stage by stage, what she can do to 
work with the normal forces of nature, 
and what she can expect her husband, 
the doctor, and the nurse to do to help 
her work. 

There is a corollary to this, too. The 
doctor and nurse must know what hap- 
pens normally during each stage of labor, 
so that they can work together in teach- 
ing the woman and her husband and in 
knowing when and how to help them 
during labor. The tragedy is that the 
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present generation of doctors and nurses 
has been raised upon the techniques of 
so blurring a laboring woman’s sensi- 
bilities that the normal signs of progress- 
ing labor are blotted out. Very few can 
readily tell by the outward signs and 
symptoms of the mothers behavior 
when the first stage of labor is ending, 
when the transition period begins, when 
the second stage of labor begins, and 
when birth is imminent. Medicine used 
to know these facts but did not know 
how to help a woman over the humps. 
Now we know how to help her at each 
stage of labor and that help, to be effec- 
tive, depends upon expectant parents 
knowing a great deal about all that is 
happening within the mother’s body and 
what they can do. Therefore, we teach 
them what labor is and how it usually 
proceeds as one event in a progression 
which begins at conception and ends 
about six weeks after the baby comes or 
when lactation ceases. 

The mother and father learn about 
the structure of the uterus, how it con- 
tracts and gradually softens, dilates, and 
retracts the cervix during the first stage, 
how it participates in the expulsion of 
the baby in the second stage. They 
learn, too, that the force of the uterine 
contractions alone is not strong enough 
to expel the baby. It requires the added 
force of the contracting abdominal 
muscles. They learn just how the mother 
can work with these natural forces and 
how the father, the nurse, and the doctor 
can help her. 

This information releases much fear 
and tension within the minds of both 
parents, for they begin to understand 
that labor is truly codperation with the 
forces of nature. 

For centuries, mothers have tradi- 
tionally been taught to expect that labor 
will be a crescendo of discomfort and 
pain, rising in intensity and frequency 
until at the dramatic climax, when the 
pain reaches an almost unbearable stage, 
the baby is born. Taking this suppo- 
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sition for granted, an uninformed 
mother in labor lives in continual fear 
and expectation that the next pain will 
be worse than the last and she —lanches 
at the thought that three hours hence 
the pains will be beyond imagination. 
She is living, therefore, in a state of 
extreme terror, which causes extreme 
muscle tension. This results in more 
discomfort and pain. Is it any wonder 
that a woman clamors for anesthetic 
reliei—not from the pain which she is 
experiencing at any particular moment 
but because of the pain which she ex- 
pects in the future? 

We now teach expectant parents that 
labor is not a crescendo of pain from 
beginning to end—that there usually is 
an increasing cramp-like sensation and 
backache during the latter part of the 
first stage which may grow severely pain- 
ful during the 6 to 12 contractions of the 
transition period, when the cervix is 
being stretched to its utmost and the 
pushing reflex is not yet established, 
and that the pressure and stretching 
sensations as the second stage of labor 
progresses do not mean increasing pain 
under normal conditions. 

In addition, the mother is taught a 
series of breathing, relaxing, working, 
and resting techniques and exercises. 

Breathing—Because quiet, smooth, 
rhythmic deep breathing promotes re- 
laxation, at the same time that it starts 
a full supply of oxygen on the way to 
all the mother’s body tissues, she learns 
to breathe so as to expand her lungs 
slowly and gradually in all directions 
and to begin each rest and exercise 
period with a few such deep breaths. 

She learns particular breathing tech- 
niques to use at particular times during 
pregnancy and labor because they help 
her to relax or work more efficiently at 
those times. 

Relaxation—She learns to relax be- 
cause in this day of hectic hurry and 
pressures of all sorts, few persons 
escape general or specific tensions. Few 
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know how to relax these tensions at 
will. Relaxation is rest. Tension is 
continuous work or muscular activity. 
A balance between the two is essential 
for all natural body functioning at its 
best—-and so for childbearing. The 
mothers are taught to relax at will in the 
positions that are comfortable at the 
different periods of pregnancy and labor 
and to keep themselves relaxed so long 
as is necessary to rest or to facilitate 
the progress of labor. 

Posture—To move, work, and rest 
comfortably, the mother learns to sit, 
stand, lie, walk, bend, lift, and carry 
with her body in good alignment to avoid 
strains and tensions and to promote 
physiologic functioning and efficiency. 
Rest positions that help to equalize the 
circulation in legs and pelvis during 
pregnancy, others that stretch the spine 
and lift the chest away from the pres- 
sure of the high uterus, are welcomed 
as tools to use when needed. 

Exercises—Because abdominal mus- 
cles help to hold abdominal organs in 
good position, as well as because they 
are used during labor to help propel the 
baby into the world, the mother learns 
several exercises designed to contract 
them and relieve the stretching to which 
they are subjected so much of the time, 
so that they will not lose their elasticity 
and will be kept in condition to function 
well during labor and to serve the mother 
well after her baby comes. 

One exercise is taught, to increase the 
elasticity and improve the tone of the 
pelvic floor muscles so that they will 
stretch more readily during labor and 
regain their tone afterward. One de- 
signed to stretch the perineum and pro- 
mote the slight natural enlargement of 
the pelvis that facilitates labor; and one 
to stretch the leg adductors and internal 
rotators so; that the position currently 
used in delivery rooms can be assumed 
more readily and with less discomfort 
are included, too; another to increase 
the mobility of the pelvis and lumbar 


vertebra, so that the mother can use her 
pelvis to better advantage during labor 
and carry her baby without strain or 
backache during pregnancy. 

After mothers learn all the different 
procedures, they are taught just how, 
at the different stages of labor, they will 
combine a particular kind of breathing 
with a particular position or activity, or 
rest or relaxation, to promote comfort 
and progress. From this they gain great 
assurance and peace of mind. They feel 
they have at their own command a tooi 
to use during labor, even if they are left 
alone. 

Finally, fathers and mothers together 
attend an informal quiz and review class 
where all the events of labor are re- 
hearsed in sequence and the role and 
behavior of father as well as of mother 
are related to what is happening in the 
baby’s birth progress, and to what will 
be expected of them and what they can 
expect in the hospital. 

The aftereffects of these exercises are 
seen when the mothe: Segins to move 
about and care for her baby. For best 
results, the mother is taught which ones 
to continue for two or three months after 
the baby’s birth and which ones to re- 
place by stronger, more strenuous new 
ones. 

The breathing, the relaxation, and the 
exercises are simple. They are easy to 
learn. They are done slowly, calmly, 
and smoothly so as to impose no strain. 
The pulse rate is not increased. In re- 
laxation it is lowered. After the mothers 
learn the “feel” of each procedure, it 
takes repeated practice to learn to do 
each one with finesse. It takes real 
effort, too, to keep attention focused on 
breathing during relaxation. Daily 
practice, once the techniques are 
learned, promotes the mother’s well-be- 
ing during pregnancy and that is an 
additional though indirect preparation 
for labor. In fact, many husbands are 
quite pleased with the improved posture 
of their wives after they have learned 
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the exercises. No more walking like a 
duck! No more cumbersome move- 
meuts! Grace is restored and with it a 
woman's confidence in herself. 

One of the greatest causes of anxiety 
and tension during pregnancy is the 
father’s and mother’s fear that they will 
not recognize the beginning of labor. 
They imagine all sorts of things happen- 
ing—their baby being born in a subway 
or in a taxicab, their doctor, in whom 
they have confidence, not being able to 
reach her. They do not want to be de- 
ceived by a false alarm. Parents are 
therefore taught how to recognize the 
subtle little signs of approaching labor, 
such as the settling of the baby into the 
pelvis, which results in easier breathing, 
less discomfort after meals, and some 
pressure on the lower bowel and bladder 
and large vessels; a sudden loss of as 
much as two pounds in weight three or 
four days before labor; an increase in 
the amount of cervical mucus; occasional 
firming of the uterus felt more often, a 
spurt of energy, increased pulse rate in 
the last 24 hours. 

These parents are taught that no two 
labors are exactly alike, that a mother 
may have any or all of a number of 
signs and symptoms at the onset of 
labor. They know that labor may be a 
long slow process, since the cervix is 
usually opened gradually during the 
first stage and the baby is started slowly 
on his journey into the world. And that 
all takes time, except when contractions 
come hard and fast from the beginning. 
The parents are taught how to recognize 
a contraction—to put their hands on the 
mother’s abdomen and feel her uterus 
grow firm as it contracts and rises 
against the abdominal wall and then 
grow soft again as it relaxes and rests. 
They know the contractions may come 
frequently or at long, irregular inter- 
vals, may increase in intensity, gradually, 
from the beginning, or may not. They 
may be uncomfortable and they may 
not. They may continue for some 
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hours and then. stop for a few hours, 
more or less. Parents are taught how 
to keep track of the time, duration, and 
character of the contractions from the 
beginning. The mother is taught to 
recognize the onset of labor as a new 
and different sensation, whether or not 
it is heralded by a bowel movement at 
an unusual time, the rupture of the 
membranes, the appearance of the 
“show,”’ a considerable increase in the 
mucus secretion, or by strong or weak 
contractions that follow each other reg- 
ularly or irregularly for some time. 

The importance of reporting to the 
doctor or of going to the hospital is 
stressed, whether the mother is having 
specific symptoms of labor or just an 
unusual, vague feeling of uneasiness. 

The parents learn, too, just what will 
be expected of them when labor is estab- 
lished—what route to use for the trip to 
the hospital, what to take with them, 
what entrance to use day or night, what 
the hospital admission routine is, what to 
expect in the way of examinations and 
preparation, and what to do themselves 
as labor progresses, how and when to 
relax, and how to breathe. They learn, 
as well, what they can expect from doc- 
tors and nurses in the way of help. 
Equally important, they learn what their 
emotional reactions are likely to be from 
time to time so that thev can manage 
themselves and not get into a panic. 

When mothers and fathers are pre- 
pared for the excitement which occurs 
at the onset of labor, they not only 
recognize it when it comes but also try 
to hold it within bounds. The trapped 
feeling which comes as the first stage 
really gets under way is frequent enough 
to merit mention in class. Extremely 
valuable is discussion of this phenom- 
enon, together with the weariness and 
discouragement the mother may feel at 
about half dilation. Both may color all 
the mother’s reactions, whether she is 
left alone or thrust into an occupied 
labor room. 
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When the mother and father learn of 
these mental and physical requirements 
of early labor, of the great importance 
of radiant good health, an alert and 
rested body and mind, good nutrition 
and good muscle tone, as well as a calm 
and contented spirit, they are motivated 
to study and work during pregnancy for 
this harmonius functioning of mind and 
body and spirit for the coming labor. 
They actually beg to make up any class 
they are forced to miss for any reason. 

Most women in labor want someone 
with them upon whom they can depend 
for encouragement and guidance, an- 
swers to questions, explanations of pro- 
cedures and their purposes, an interpre- 
tation of progress or lack of progress. 
The husband’s presence in the labor 
room is important as he holds his wife’s 
hand, rubs her back, reminds her at 
critical moments of what to do, how to 
do it, and she in turn feels his nearness. 
This contributes much to a state of com- 
plete relaxation. 

In class we teach the signs of transi- 
tion from first to second stage, stressing 
that few mothers experience all of them: 


1. A lull in the contractions sometimes, be- 
fore they come on stronger, longer, and more 
closely together. 

2. An increasing or sudden backache, which 
may be quite severe. 

3. A catch in the breath, a sigh, or a burp. 

4. A sudden feeling of heat or chilliness, 
perhaps a shaking chill, nausea and a desire 
to vomit. 

5. Hypersensitivity to touch, especially over 
the abdomen. 

6. A sudden or increased pressure on the 
bowel. 

7. Trembling or muscle cramps, especially 
in the calf, the thighs, or the buttocks. 

8. Sudden inability to breathe abdominally. 

9. Increased “show.” 

10. An involuntary contraction of the ab- 
dominal! wall, with perhaps an equally involun- 
tary grunt. 

11. Beginning of amnesia between contrac- 
tions. 


The mother learns that her husband 
as well as the doctor and nurse can help 
her over this hump. At New Haven, I 


have seen some women who, with help, 
have successfully coped with the annoy- 
ing discomforts of the transition period 
by using controlled breathing and re- 
laxation, calmly gone to sleep between 
contractions, and wakened only when 
an active contraction is felt, to be keenly 
expectant and joyful as the baby is 
being born. 

The parents are taught in class the 
physiology of the second stage expulsive 
mechanism. When they understand that 
their baby’s progress through the lower 
birth canal is made possible by two 
forces working as a team—the contrac- 
tions of the uterus and the mother’s own 
voluntary pushing efforts—they begin 
to appreciate more fully the role which 
she is called upon to play. Instructions 
for pushing include description and 
gentle practice of what she will do. She 
learns to take a deep costal-sternal 
breath and hold it, to draw her legs up 
on either side of the baby and pull 
against them as she relaxes the muscles 
of the pelvic floor and adds to the ex- 
pulsive pressure of the uterine contrac- 
tions, the intra-abdominal pressure of 
uer reflex, and voluntary efforts to con- 
trast the diaphragm and abdominal wall. 

If she can be helped to know in ad- 
vance that this hard physical labor will 
be accompanied by a feeling of satisfying 
accomplishment and is relatively free 
from discomfort, she will look forward 
with enthusiasm and interest to the 
moment of full cilation, when she can 
begin to bring her baby into the world. 
She is taught that as her baby’s head 
is emerging through the outlet, she will 
be called upon to pant in order to stop 
the abdominal pushing so that the ob- 
stetrician can control the delivery of the 
head, shoulders, and body of her baby. 
When she has confidence in her doctor 
and nurse, she will turn to them for 
coaching and be guided by them just as 
the athlete is guided through the big 
game. She will trust her doctor to give 
her sedative or light or complete anes- 
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thesia if and when she needs or wants 
that kind of help, under normal con- 
ditions, and will be ready to accept his 
decision about the best procedure to 
follow if at any time any difficulty arises. 

The mother and father are taught 
what their baby will look like at birth 
so that they will have no romantic and 
unrealistic illusions to be shattered sud- 
denly. The mother has learned, too, 
that her emotional reaction to this new- 
born baby of hers is reflected in the 
quality of the contractions which serve 
to separate and deliver the placenta in 
short order. 

Throughout labor, the mother needs 
the expert care, insight, understanding, 
and obstetric acuity of delivery suite 
nurses and the obstetrician. When 
mother, father, and staff truly codperate, 
there is a give and take to which each 
member of the team contributes and 
from which everyone benefits. 

The second stage, after the difficult 
transition period, requires especially 
carefully integrated work from all con- 
cerned—the doctor, nurse, mother, and 
father. 

Uppermost in the minds of all must be 
a sincere desire to afford both the mother 
and baby every advantage of good ob- 
stetrics, as well as to give to both parents 
every possible satisfaction in childbear- 
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ing and to doctor and nurse the inspira- 
tion of having contributed to a safe and 
happy experience. 

Then to birth comes a joy and exalta- 
tion which to many women is beyond 


description. As one mother recently 
wrote, “his is the most intense experi- 
ence I suspect I shall ever have this side 
of death. It was certainly more exciting 
than getting married. It is the supreme 
time in one’s existence if you really want 
a baby and if your labor is conducted 
half way properly.” 

To fulfill this demand of parents for 
information about childbearing; to teach 
expectant mothers the breathing and re- 
laxation exercises; and to coach mothers 
through labor can best be done by quali- 
fied nurses. This is maternity nursing 
at its peak of usefulness. It is nursing, 
too, at its peak of satisfaction for the 
nurse herself, for she becomes an active 
member of the team, a professional per- 
son in her own right. 

This responsibility, however, is a chal- 
lenge to the educational background and 
community leadership of the nurse, for it 
requires nurses highly skilled not only 
in nursing techniques but in the basic 
knowledge of physiology, biology, nutri- 
tion, interpersonal and interfamily rela- 
tionships, and community resources. 
Shall we accept the challenge? 


What and How Shall We Teach 
Expectant Parents? 
THE POINT OF VIEW OF THE OBSTETRICIAN 


JOHN PARKS, M.D. 


Professor of Obstetrics and Gynecology, George Washington University School of 
Medicine, Washington, D. C. 


ARENTHOOD starts with the birth 

or adoption of an infant, but the 
background for motherhood or father- 
hood begins in earliest childhood. 

For convenience of discussion, train- 
ing for parenthood may be divided into 
five fundamental periods: (1) Child- 
hood, (2) adolescence and the premarital 
period, (3) prenatal and delivery period, 
(4) the immediate postpartum and hos- 
pitalization period, and (5) the home 
adjustment period. 

While I shall devote my part of this 
discussion primarily to the prenatal de- 
livery and hospitalization periods, there 
are certain professional responsibilities 
which the obstetrician and gynecologist 
must fulfill in all of these periods. 

The obstetrician’s first duty is to de- 
liver the mother of a healthy infant free 
from the handicaps of anoxia and birth 
trauma. Mentally or physically im- 
paired people have greater difficulties 
than the normal in ail walks of life, 
including parenthood. Genital anomalies 
of the new-born infant which may in- 
fluence future parenthood in any way 
should be discovered early and corrected 
as soon as possible. Proper childhood 
training in anatomic functions and sex 
development, respect for the family, and 
a happy home life are highly desirable 
background training for parenthood. 
This phase of early education is best 
brought about by guidance and example 
of the parents themselves. 

Adolescence is a period of great 


growth, many physiologic changes, and 
marked emotional reactions. Proper 
direction through this period has a pro- 
found influence on marital adjustment 
and parenthood. It is highly important 
that the young girl receive intelligent 
preparation, as free as possible from un- 
founded beliefs, for the initial experience 
of menstruation. Menstruation should 
be approached with the natural pride of 
maturity. Instructions in hygiene and 
in the normal changes of adolescence 
should be a part of every young girl’s 
and boy’s life. 

Complete premarital physical exam- 
ination, with instruction regarding the 
structure of the genital organs, should 
be a part in the preparation of every 
young couple for marriage. Many of 
the early problems of marital adjustment 
can be eliminated by individua! under- 
standing of anatomical self. 

A great amount of attention has been 
focused on the prenatal and delivery 
period of training for parenthood. As 
in all education, the closer one comes to 
the test, the more concentrated are the 
efforts to pass. So it is with many 
expectant parents. Information has real 
value when it can be applied to self. 
This is the period when prenatal pam- 
phlets, various magazine articles de- 
scribing all phases of childbirth, and 
physician and nurse instruction all have 
a strong influence on the expectant 
mother and father. 

In order to know what to teach ex- 
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pectant parents, it is necessary that we 
have an understanding of the many 
mixed emotions associated with preg- 
nancy. There is a wide individual varia- 
tion in the reaction of patients to the 
knowledge that they are going to have 
a baby. Practically all women go 
through a mental panorama of certain 
fears and joys. They consider them- 
selves too old or too young; the infant 
is wanted or unwanted, planned or un- 
planned, timely or untimely. Even in 
the woman who has a planned preg- 
nancy, there are certain physiological 
changes which are new to her and about 
which she needs accurate infurmation. 
Practically all patients review their per- 
sonal past and have some apprehension 
about the unshapeliness, the pain, the 
difficulty of delivery, and the possible 
death or deformity of the infant. With 
unwanted or rejected pregnancies the 
whole triad of sex, shame, and insecurity 
plays a prominent part ia the mother’s 
reaction to her condition. Frustration, 
remorse, guilt, and sometimes even 
complete denial of pregnancy may form 
a part of her psychic reaction to mother- 
hood. In our instruction to expectant 
parents it is important that we estimate 
the psychic reserve as well as the physi- 
cal capacity of the patients. 

In discussing prenatal education, I 
cannot refrain from mentioning some of 
the handicaps of our obstetric terminol- 
ogy. Physicians and nurses have been 
taught to use a group of words which are 
quite frightening to the average young 
woman. In our culture, in the develop- 
ment of midwifery and carrying over 
into modern obstetrics, we are still using 
such fright-provoking terms as labor 
pains, lacerations, shots, stitches, rup- 
ture, hemorrhage, vomiting, infection, 
lightening, abortions, and tears. To the 
young girl going into the process of pro- 
ducing her first child, I can think of 
no more traumatic middle-of-the-night 
conversation than to quiz her and her 
husband about the frequency and dura- 
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tion of “labor pains,’”’ the presence or 
absence of “hemorrhage,” and whether 
or not the “bag of water has ruptured.” 
We in the profession need to retrain 
ourselves in a terminology which carries. 
with it less fear than that which we 
have used in the past. 

Regardless of the source of informa- 
tion, every expectant mother should de- 
velop so far as possible a normal regard 
for pregnancy as a healthy physiological 
change with a goal objective rather than 
as a major pathologic disease. A vast 
majority of our young women today 
have no great difficulty with childbirth. 
With the trend toward less sedation, a 
wider choice of good anesthesia, an in- 
telligent respect for complications, and 
with the proper use of operative pro- 
cedures, blood transfusions, and anti- 
bacterial preparations, childbirth has 
been made safer than ever before in the 
history of the world. It is essential that 
the public know this. The time has come 
in obstetric practice when we can devote 
our thoughts to Health rather than fix 
our attention on the prevention of ma- 
ternal mortality, morbidity, and deform- 
ity. 

Certain changes in obstetric practice 
have had a profound influence on the 
immediate postpartum period for many 
mothers. During the last decade, the 
demand ‘for hospital delivery has more 
than doubled. Maternity services have 
been removed from homes and central- 
ized in hospitals. Emphasis on speciali- 
zation, better hospital standards, and 
freer consultation have improved the 
care of mothers and their new-born 
infants. The application of modern 
medical and surgical advances in obstet- 
rics has made childbirth a safe and 
relatively comfortable process for prac- 
tically all patients. 

Only in the last four or five years 
have hospitals started to provide a 
homelike atmosphere for the mother and 
her new-born infant. Maternity hos- 
pital practices began with the ill mother. 
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Only those who were homeless or who 
were critically ill were brought to hos- 
pitals for delivery. Necessarily the 
babies were separated from the mothers. 
As hospitals became safer places in 
which to give birth to infants, the pro- 
cedure of separating mother and infant 
persisted. Large dormitory-type nur- 
series with centralized nursing control 
have been provided for the new-born 
infants. Mothers have been kept in 
bed, with their infants brought in at 
scheduled hours. At the end of her 
period of hospitalizatio.., the mother has 
left the hospital with a little individual 
whom she has met on scheduled, and 
frequently unpleasant, occasions. The 
father has had an occasional squint at 
an infant identified as his own. There 
is nothing natural about this type of 
maternity hospital care. 

In planning maternity divisions of the 
future it is hoped that they can become 
centers of family education, particularly 
during those all-important first few days 
of parenthood. The infants should be 
treated as new patients entering the hos- 
pital by way of the delivery room. The 
family should have some choice in the 
hospital provisions for their new baby. 
This means a variety of nursery 
accommodations in reasonable proximity 
to the mother’s room. Such an arrange- 
ment permits the mother to participate 
as much as she likes in the care of her 
own infant. Nurses become interested 
instructors for the mothers and fathers, 
showing them the fundamentals of car- 
ing for their new baby. Curtains should 
not be drawn over nursery windows. 
With the infants in clear view of staff 
and patients, better care will be given to 


the babies and an opportunity will be 
presented for everyone to know what 
goes on inside the nursery. Except at 
scheduled visiting periods, there is no 
reason why the infant should not be at 
the bedside of the mother as much of 
the time as she desires. By the time the 
mother is ready to leave the hospital, 
she will have a good understanding of 
her infant and the father, too, will have 
more than a fleeting acquaintance with 
his new son or daughter. Physicians, 
nurses, and hospital administrators can 
make maternity divisions centers of 
family education, as well as safe, clean 
quarters for delivery and mother-infant 
care. The mother should leave the hos- 
pital confident that her way is the best 
way to care for her infant. 

The home adjustment period will be 
made much easier by proper hospital 
instruction allowing the family an oppor- 
tunity to become completely acquainted 
with the infant before assuming full re- 
sponsibility at home. Given an oppor- 
tunity to participate, the majority of 
fathers obtain much pleasure from taking 
part in the care of the new baby. The 
first four to six weeks after delivery 
find the mothers going through a rapid 
endocrine readjustment. Ordinarily, in 
the absence of apprehension and fatigue, 
the return to a normal endocrine balance 
can be taken in stride. 

Science has made childbirth safe; our 
educational efforts in the future should 
be directed not oniy toward increasing 
this margin of safety, but toward a 
healthy, wholesome attitude regarding 
reproduction and parenthood as free 
from fear and misunderstanding as pos-~ 
sible. 
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re a half century of medical progress 
brimming with one lifesaving dis- 
covery after another, one discovery has 
gone by almost unnoticed. It is not a 
mold or a chemical; it is not a medical 
technique or a method; it cannot be 
seen, weighed, or measured. It is the 
recognition that the patient has a mind 
of his own and that his knowledge and 
attitudes may be important factors in 
his health and in k's own medical care. 

For centuries the doctor was satisfied 
to keep his patients ignorant. A patient 
with little knowledge asked a few ques- 
tions and followed orders more meekly. 
This attitude is graphically expressed in 
the following verbatim opinions of 
doctors, as reported by Shapiro, Lifson, 
and Dublin:? “If you mean a doctor 
should shoulder the burden of educating 
his patients, I certainly don’t think that 
is his preblem at all. I definitely think 
it is his duty to explain to each person 
whatever his problem is but I don’t 
think he is responsible for anything 
more than that, morally or ethically.” 
Or, “A man who is in the practice of 
medicine is not a visiting nurse.” 

The change in this opinion has been 
gradual but widespread. It has been 
one of the causes of the rapid rise of 
psychosomatic medicine. It has also 


been partly responsible for the concept 
of the medical team which includes the 
doctor, the nurse, the technician, and the 
patient. 
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This session of the Congress is an 
indication among professionals of the 
growing importance of the patient’s 
knowledge as a basic element in his care. 
Our previous speakers have outline 
some of the facts which are important 
for every person to know if he or she 
is to be a good parent. From the side 
lines during the past ten years, I have 
observed the rapid expansion of this in- 
formation for parents. First, the sim- 
plest facts were taught about baby care, 
about selecting the furniture, about the 
layette and the mother’s clothes. Many 
nurses were perturbed because they 
were unable to hold the interest of their 
students. They should have been per- 
turbed. Many of the mothers were 
bored. They wanted to know much 
more and they said so. Because of their 
demand, the expectant fathers were 
brought into class and the material dis- 
cussed was gradually broadened until 
today the whole world of the family and 
its relationship to the community is the 
horizon for the teaching of parents. 

I remind you again that this develop- 
ment occurred chiefly in response to a 
demand of the parents themselves. 
Progress in any branch of medicine or 
nursing is only possible when public 
opinion makes it possible. 

The parents of today know much 
more about human reproduction, marital 
adjustments, and the importance of 
sound human relations in family living 
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than did their parents. This breaking of 
the walls of taboo and prudery must not 
be taken as a sign of total victory. There 
is a great difference between knowing 
the facts about reproduction and about 
family living and applying those facts 
to the habit patterns of life. Many 
people draw a boundary line in their 
minds. Often what they do does not 
match what they know. Action and 
knowledge may be in two different 
worlds. 

The teacher of a class for expectant 
parents cannot feel content that the job 
has been done if she merely presents the 
facts, for a fact can be cold and im- 
personal. Especially in the realm of 
childbearing, what people know and 
what people do may be miles apart. It 
is therefore highly important for the 
teacher to know how the mind of a 
mother or father operates and to recog- 
nize that there are frequently emotional 
resistances to the application of known 
facts to the patterns of life. 

Let us say that a certain mother be- 
lieves pregnancy is a sickness of nine 
months’ duration. This has been taught 
to her by her mother and her grand- 
mother. It is part of her own personality 
which has developed from her basic fam- 
ily and racial culture. Even menstrua- 
tion is pictured to her as a monthly 
sickness. She expects not to feel at her 
best during pregnancy and she is ready 
to accept her martyrdom because she 
wants a child. 

This mother learns in mothers’ class 
the importance of selecting a competent 
doctor and of having her baby in an 
approved hospital. Armed with these 
facts, she selects a physician with the 
highest qualifications and the best of 
hospital connections. Following her 


first prenatal examination, this doctor 
tells her to report any signs of illness 
at once. 

One morning she is dizzy. She sees 
spots before her eyes and she has a 
To her this is not strange 


headache. 
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because pregnancy is a sickness of nine 
months’ duration. She does nothing 
about the symptoms, perhaps not even 
mentioning them to her husband. By 
the time she sees the doctor, her toxemia 
may be far advanced. Thus, the excel- 
lence of medical care provided by her 
doctor and the teaching in mothers’ class 
are nullified by her hidden resistance 
expressed in her opinion as, “Pregnancy 
is a sickness of nine months’ duration.” 

Another mother is taught the im- 
portance of a balanced diet to her and 
her baby’s health and of increasing her 
intake of protein during pregnancy. The 
elements of this balanced diet and the 
sources of protein are thoroughly de- 
scribed by the teacher. The suggested 
foods which the nutritionist recom- 
mends, however, may not take into con- 
sideration the various racial likes and 
dislikes of different groups in the popu- 
lation. Let us say this mother comes 
from a racial group which puts special 
emphasis upon beans and rice. No meal 
would be complete without these foods. 
Her family would resist many of the 
foods suggested by the nutritionists. The 
information presented in good faith by 
the teacher is therefore not applied by 
the mother to her own eating habits or 
to the eating habits of her family. This 
resistance is expressed in such a simple 
sentence as, “We don’t like it.” 

These inner resistances, based upon 
the experiences which people have in 
life, are expressed in terms of their 
opinions, which, while they may not be 
based upon fact, are treated as though 
they were fact. Shall we look at a few? 


Childbearing spoils a woman’s looks. 

Infertility is always the woman's fault. 

A nursing mother cannot conceive. 

Masturbation will cause insanity. 

Labor is by nature painful. 

Health is not being sick. I am not sick; 
therefore I am not interested in learning 
about health. 

My children are never hungry—they always 
have enough to eat. 

Sex is dirty. Only parents should teach their 
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children about sex and human reproduction. 
This is not a function of public education. 
I want to keep my children innocent. 


It is in these expressions, treated as 
though they were factual, that we dis- 
cover some of the reasons why people do 
not always act upon the facts presented 
to them. 

A second type of resistance to the 
facts may develop from the lack of a 
common language. I am not speaking 
of the difference between Spanish and 
English or French and Spanish, but be- 
tween English and English, French and 
French, Spanish and Spanish. Every 
word in any language has two meanings, 
the dictionary meaning and the emo- 
tional overtones which arise from the 
experiences of an individual. 

The reaction of a person to particular 
words may be determined by the emo- 
tional overtones. To the teacher the 
word doctor or hospital may be com- 
pletely dissociated from negative or fear- 
ful emotions. But to some mothers, 
these words may be filled with fears and 
resistances. ‘The word doctor, for in- 
stance, may be associated with pain 
because of an unfortunate or difficult 
experience. The doctor’s white gown, 
his instruments, even the odor of his 
office may be fearful symbols. The word 
hospital may be associated with emo- 
tional resistances expressed in such 
terms as, “You go to the hospital to 
die!”’ 

When the teacher mentions the im- 
portance of selecting the right doctor 
and hospital, she may be awakening 
resistances of great intensity. The 
mother, even though she knows the im- 
portance of early prenatal care, may put 
off seeing the doctor because of this 
emotional resistance. She knows in her 
heart of hearts that some day she will 
have to face the decision but she puts 
it off until tomorrow. She may cover 
up this emotional resistance by a smoke 
screen of rationalization. She may say, 


“T can’t afford to see the doctor,” or, 
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“The hospital clinic is too far away,” 
or “My family keeps me too busy,” or 
“My husband doesn’t want me to go to 
the doctor.” The teacher may do battle 


with this wraith of rationalization. She 
may offer transportation to the hospital 
clinic. She may talk to the mother’s 
husband and secure his consent, but she 
is wasting her time, energy, and breath. 
Deep in the shadows are the real re- 
sistances. Every teacher must learn to 
recognize that in blithely imparting in- 
formation she may not be achieving one 
of the goals of her efforts, which is the 
changing of the habit patterns of her 
students. 

The third state of resistance may arise 
in the minds of parents because of con- 
fusion—confusion resulting from the 
conflicting opinions of doctors and nurses 
and from the rapid about-faces of their 
ideas and policies. A generation ago 
mothers were taught that loving and 
cuddling were the essentials of good 
baby care. Then suddenly these opinions 
were discarded for the viewpoint of the 
behavioristic psychologists—for regular- 
ity of feeding, for letting the baby cry 
it out. The clock became the master of 
the nursery. No sooner had these ideas 
permeated to remote country crossroads 
when cuddling and mothering again be- 
came the essentials of good infant care. 
The clock was put away as the master of 
the baby’s and family’s life. 

Pity the poor mother who had her 
babies under two regimes of infant care! 
For her first-born, the doctor recom- 
menced a certain pattern of behavior as 
a sign of being a good mother. For her 
second child, however, to be a good 
mother she had to reverse this pattern 
completely. 

In obstetrics the same situation has 
prevailed. When Grandma had her 
baby, it was at home. She called the 
doctor at the last minute without having 
consulted him during pregnancy. There 
was nothing for her to get excited 
about—was not childbearing natural? 
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Having a baby at home meant that 
everybody shared in the excitement. 
Father had a real job to do helping 
the doctor, boiling the water, doing the 
errands, watching out for the other 
children, answering the door. He was 
badly needed. Most babies were breast- 
fed. It was a tragedy if a mother could 
not nurse her baby. Mother and baby 
roomed together and for the most part 
mother mothered her baby. Mother was 
the center of the scene during pregnancy 
and chi'¢hearing. 

Almosi overnight a revolution oc- 
curred. Home was deprecated as a place 
for childbearing. It was not safe. Mother 
and baby were separated. Breast feed- 
ing was outmoded. How revolting it 
was! Father was physically pushed out 
of the hospital. He was told to go home 
and wait for the news over the tele- 
phone. Mother was removed psycho- 
logically. She was merely the container 
for the growing baby—a walking uterus. 
The doctor and nurse did all the work. 
The mother was taught to be inert and 
inactive. 

Another revolution occurs. Childbear- 
ing becomes a natural process again. 
Breast feeding is important to the baby’s 
developing personality. Rooming the 
mother and baby together becomes es- 
sential to emotional security. Father is 
put to work again. He holds his wife’s 
hand, he rubs her back. His loving arms 
help to build her emotional security. 
Mother again takes the center of the 
stage. The bricks and mortar we have 
erected in the form of hospitals, how- 
ever, do not fit into the new pattern, nor 
do the minds of many doctors and nurses 
and many parents. The result is 
confusion. 

Who is right? Whom to believe? 
From this continued about-face of the 
experts arises a resistance to recommen- 
dations of doctors and nurses. Their 
position as teacher is jeopardized. What 
they say today—will it be factual to- 
morrow? This is the question in the 


minds of parents, with the resultant 
exclamation, ‘So what!”’ 

To avoid the resistances due to con- 
fusion in the minds of parents, the 
members of the medical team, and the 
teachers of parents’ classes must learn 
to differentiate between their own 
opinions and the proved facts. The 
about-faces which take place so fre- 
quently in the basic philosophy of child 
care or maternity care are due to the 
teaching of opinions rather than the 
teaching of facts. 

Orlansky * and Stendler * question a 
number of the dogmas of pediatrics and 
obstetrics as not being based entirely 
upon fact. “We know that different 
aspects of behavior are interrelated,” 
says Dr. Stendler, “and that poor 
physical health may be caused by emo- 
tional difficulties. We know that behavior 
is caused and that it has its roots in 
early childhood experiences. We know 
that human beings have certain emo- 
tional needs just as they do physical 
needs and that these needs must be 
satisfied if an individual is to grow up 
healthy in mind and body. But the 
specifics of these general truths we do 
not know. It would seem evident that 
children need to feel loved to thrive but 
how the feeling of love is communicated 
to a young baby is a matter of specula- 
tion. 

The feeling of affection may be 
keenly sensed by the child whose mothe 
may schedule his feeding or his toilet 
training but whose warmhearted ac- 
ceptance of him may be communicated 
in very subtle ways. In the same way, 
a feeling of rejection may be felt by a 
child whose mother follows the latest 
book and feeds on a sel’-demand sched- 
ule but who cuddles only from a sense 
of duty and not because she has any zest 
for the job. We cannot order or prescribe 
love,” continues Dr. Stendler, “and 
when we make a dogma out of it, we 
may only add to the guilt feelings of 
those parents whose own emotional diffi- 
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culties keep them from wholehearted 
acceptance of their children.” 

If facts, like John Alden, do not 
always speak for themselves, compulsion 
must be added to the recipe. I would 
remind you, however, that there are two 
methods of compulsion. One is auto- 
cratic and is an external force acting 
upon people. The other is an inner 
compulsion which arises from the forces 
within the individual, the family, and 
the community. This is democratic 
compulsion. 

The three dictators of our day have 
highly developed the autocratic com- 
pulsive motivation, which is based upon 
the conditioned reflex and upon the 
arousal of powerful emotions that may 
be entirely dissociated from the facts. 
Hitler, for instance, frightened his peo- 
ple into persecuting the Jews and pre- 
paring for war. Stalin is frightening his 
people into battling the ‘capitalistic 
warmongers” and preparing for war. 
Senator McCarthy’s tactics are much 
the same. 

This autocratic compulsiveness has 
been adapted by the hucksters of 
products. “Don’t be half safe,” they 
shout. ‘Beware of halitosis.”’ “Even 
your best friend won’t tell you.”’ These 
and a host of other slogans have bur- 
geoned in our popular press and over 
the radio and television. 

Many health educators have fallen for 
this autocratic type of motivation. Mil- 
lions have been frightened into contribu- 
tions to fight cancer or polio or tuber- 
culosis or virtually all the ills to which 
the human flesh is heir. We are raising 
a generation of hypochondriacs fright- 
ened by the Boo technique at every turn. 
“Do you have a lump in your breast? 
It may be cancer. Boo—run to the doc- 
tor.” “Do you have a cough? It may 
be tuberculosis. Boo—get an x-ray.” 
“Does your child have an upset stomach, 
a runny nose, a pain in the neck? Boo— 
it may be polio.” 

Yes, the dictators have always been 
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effective. 


They have forced nations to 
goose-step and march off the cliff if need 


be. Dictatorial motivations have raised 
millions of dollars for public health, re- 
gardless of the fact that the emotional 
overtones which they have developed 
may not be conducive to health of mind 
or body. Said Dr. Herbert Birch, Asso- 
ciate Professor of Psychology of City 
College, New York, “This method stops 
people from having initiative and it 
tends to create a general atmosphere of 
people doing what they are told. You 
could then report that you’ve had a 
successful public health campaign, but 
you have destroyed or helped to destroy 
7,200 brains—that is your contribution. 
You get people to act without under- 
standing. You make them jump through 
the hoop. This method has no respect 
for people. It has no respect for the 
capacity of people to understand and to 
behave intelligently. It is arrogant.” 

As a health educator, as a believer in 
Democracy, I reject this autocratic 
method of causing people to act in the 
realm of politics, health, or what-have- 
you, even though it is effective. I reject 
it chiefly because it ignores the facts. 
Facts must always be the chief reason 
why people change their habits or their 
attitudes. 

It seems to me that in  educa- 
tion about parenthood we have more 
closely approximated the ideal situation 
in mass teaching. Yet we must learn 
to develop a compulsion among parents 
who resist applying the facts to their 
daiiy lives. This compulsion, however, 
should arise from the inner desires and 
inner forces which tie a family together 
and a family to the community. Perhaps 
a single most important factor in demo- 
cratic compulsion is the recognition that 
no person stands by himself. Lewin * 


declares that the ground upon which an 
individual stands is the group. Each 
person is subject to the pressures within 
the group and gets his security from the 
group. 


This may be his family, his 


Vol. 41 THE PuBLIC RELATIONS DIRECTOR 125 


church, his business organization, his 
club, his nation, his world! From these 
groups arise economic, emotional, politi- 
cal, and personal pressures which often 
cause him to act differently than would 
the resistances which are in his mind. 

A wise teacher attaches great im- 
portance to weaving the facts of the 
syllabus into the vital group forces which 
are important in the lives of expectant 
parents. 

The resistances which deter a mother 
from applying facts about good nutrition 
to her own and her family’s diet may be 
broken down by the relation of those 
facts to her love of her coming baby. 
Perhaps never will she listen more re- 
ceptively. The mother who does not 
apply her knowledge about a balanced 
diet because the practical suggestions of 
nutritionists do not conform to her fam- 
ily’s eating habits which are based upon 
age-old cultures may be decidedly inter- 
ested if these suggestions conform to the 
cultural likes and dislikes and _ the 
methods of preparing food which are 
part of her family’s heritage. Margaret 
Mead ° has pointed out that many peo- 
ple eat certain foods because “they like 
the food and the food likes them.” 

Fear of the hospital, which may color 
a mother’s attitude during all of preg- 
nancy and labor, may be dissipated by 
a come-and-see tour. Where the mother 
has an opportunity to inspect the labor 
and delivery rooms of a hospital and 
to meet the people who will care for her, 
she finds a friendly acceptance of her- 
self by this group an open door to true 
expectancy and to a reduction in the 
anxieties which may have beset her. 

The facts about breast feeding which 
may have met a stone wall of resistance 
in the mind of a mother may be readily 
accepted if she learns that nursing her 
baby will not spoil her figure. Her 
desire for beauty and for her husband’s 
admiration may be stronger than the 
facts about nutrition, immunity, or emo- 
tional stability for her baby. 


The mother who is prepared to call for 
complete oblivion during labor may 
change her mind when she knows that 
she will have the security of her husband 
by her side and when labor is presented 
as a Challenge to her womanhood, when 
parturition is depicted as a full expres- 
sion of her unique function as a woman. 
Thus, she develops a confidence in her- 
self and a pride in her ability. She 
looks forward to joy and exaltation at 
the moment of the actual birth of her 
baby and this carries her through the 
difficult times of her labor. 

In these illustrations of motivation, 
we see the inner forces at the very basis 
of human life being mobilized to change 
logic-proof resistances. These are the 
forces of } e for one’s husband, for 
one’s child, acceptance by the com- 
munity and vy the groups with which 
a person is identified. 

Perhaps most effective of all internal 
compulsion is the development of the 
team concept, in which the mother and 
father play an active role with the doc- 
tor, nurse, and other professionals. As 
professionals and parents work together, 
they experience a spiritual amalgam. 
The doctor and nurse obtain a greater 
sense of satisfaction. The parents learn 
how knowledge can build within them- 
selves a feeling of supreme confidence 
in their ability to have their babies ac- 
cording to nature’s plan in which they 
do the work and reap the reward. 

If the facts we teach seem cold and 
remote, the teacher has not caught the 
vision of their broader significance. For 
perhaps to no group in the world is the 
future more deeply entrusted than to 
those who are working at the very center 
of the growth and progress of society, 
at the very basis of the family and the 
family’s relationship to the community, 
the nation, and the world. What kind 
of people spring out of the world’s fam- 
ilies in the next twenty years will be an 
important factor in the future of man- 
kind. Yes, it is a broad vista, indeed. 
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